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HOW DO YOU 
ACH OF US is bombarded today 
with health information from a 


thousand different sources. It is pub- 
lished in newspapers, magazines, books, 
and pamphlets. It is broadcast over the 
radio. It gleams from electric signs. It 
stares at us from billboards. During all 
our waking hours we are called upon to 
weigh and accept or reject health ma- 
terial from all these sources. The public 
is inevitably confused by the conflicting 
information which confronts it. 
Nurses, who have a definite respon- 
sibility for the health education of the 
public, need to develop a fine sense of 
discrimination in their evaluation of 
health information. They must not 
only weigh this material for their own 
use but must teach others how to weigh 
it. But, you ask: How shall we know 
what is authoritative and what is false? 
There are various ways by which we 
may evaluate health information. If we 
are sufficiently familiar with a subject, 
we can judge for ourselves whether the 
information in an article or pamphlet 
or broadcast is correct. We may be 
able to say at once: “I know this is 
correct because it is based on scientific 
studies made by recognized authori- 
ties’; or “that is contradictory to facts 
which are supported by scientific stud- 
ies.’ However, no one can be an 
authority on all subjects and it is almost 
impossible to keep up to date with the 
swiftness of change in scientific fields. 
How then can we know what to believe? 
One help in evaluating material is the 
manner in which it is presented. Does 
the writer or speaker reinforce his facts 
with references to authoritative sources 
of information? Does he make careful 
and qualified statements which show an 
effort to be accurate, or do his words 
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IT’S TRUE? 


have the pseudoscientific ring of a cultist 
who makes radical departures from the 
best scientific thinking of his time with- 
out substantial evidence to support his 
ideas? 

Another aid in determining the 
authenticity of material is the source 
from which it This implies 
either that we know the author and his 
background for talking or writing on a 
certain subject; or that we know the 
person or group under whose auspices 
the information is presented. The source 
of information is the most important 
guide for most of us, since no one can 
pretend to have the knowledge necessary 
to judge material in all fields. 

For example, a pamphlet on infant 
care and feeding issued by a govern- 
mental agency or professional medical 
group can be accepted as reasonably 
authoritative and representing the best 
thinking of the time. A publication on 
the same subject from a nongovern- 
mental or nonprofessional source may 
be just as correct and is sometimes more 
attractive appearing, but it should be 
accepted only after the content has been 
carefully scrutinized by a_ recognized 
authority on the subject to make sure it 
is correct, unbiased, and not misleading. 
Fortunately, commercial firms are more 
and more attempting to make their pub- 
lications reliable by having them pre- 
pared or approved by professionally 
recognized authorities. 

In summary, we may use as a guide 
in evaluating health information our 
knowledge about (1) the subject itself 
(2) the authoritativeness of the writer 
or speaker (3) the scientific integrity 
and the objectivity of the sponsorship 
under which the information is pre- 
sented. 
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Making Ends Meet 


By LILLIAN ANDERSON 


A public health nurse working with low-income families finds 
it helpful to know what a minimum standard of living in- 
cludes and what it costs the family to maintain this standard 


RADITION tells us that when the 

populace of France rioted at the 

palace gates because they had no 
bread, the queen asked: “Why don't 
they eat cake?” This suggestion of 
Marie Antoinette’s to her people has 
come down through the years as the 
acme of a lack of understanding. 

A very understanding public health 
doctor of today recently warned doctors, 
nurses, and nutritionists against being 
guilty of a “Marie Antoinette attitude,” 
whereby workers make recommendations 
beyond a family’s financial means to 
provide them. To such recommenda- 
tions families respond in one of two ways. 
Either they do not follow the suggestions, 
because they cannot, or they sacrifice 
other necessities in an attempt to be 
cooperative. The first response means 
that the help which the family needs is 
not obtained; the second, that even 
though one member in the family is 
helped, someone else suffers. Many a 
toddler or school child has gone without 
an adequate amount of milk because a 
too-expensive formula has been pre- 
scribed for the baby. Yet the use of a 
less expensive but equally satisfactory 
formula would have made it possible to 
provide adequately for both children. 

Work with people of low-incomes will 
fall far short of the mark if workers do 
not know in a general way the relation- 
ship between the family income and the 
amount of money required to meet the 
basic family expenses. 

With a general knowledge of family 
wages, of necessary 


expenditures of 
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most families, and of the cost of shelter, 
food, and clothing in the community, 
the public health nurse is better able to 
estimate whether the amounts her fam- 
ilies are spending for these things are 
reasonable, and so answer the question, 
“What can this family afford?” She will 
be better able to help mothers to get the 
most value for their money and good 
health for their families. And how badly 
do most people need this kind of help! 


PLANNING THE WEEKLY BUDGET 


In the Brown family, finances had 
seemed in a hopeless tangle. Mrs. Brown 
realized she was not buying enough 
“green foods” for her family, but she 
thought she had to buy at a store where 
she already owed a bill. This store did 
not carry fresh fruits and vegetables, and 
there were other disadvantages. Each 
week’s food was charged and she did not 
know the total amount she owed or how 
much she was paying for various articles. 
She seemed always out of cash for cloth- 
ing and other items. 

A nutritionist came to her aid. To- 
gether she and Mrs. Brown planned a 
weekly budget for all necessary items. 
They allotted from each week’s pay 
check a reasonable amount to put aside 
for food, rent, and household expenses. 
They decided on a certain weekly 
amount to pay on the grocery bill and 
on an overdue furniture bill. The last 
item especially worried her, but it had 
to be met or the furniture would be taken 
away. This would be a tragedy because 
they had only the most necessary pieces. 
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Instead of paying the entire rent from 
one weekly pay check and having no 
cash for that particular week, Mrs. 
Brown was advised to put aside part of 
the rent each pay day. This plan would 
leave her some cash with which to pur- 
chase her food wherever she could buy 
to best advantage, as well as cash for 
other expenses. She was told of ways 
to economize safely in buying food so 
that this item did not cost as much as 
formerly. 

Mrs. Brown consulted with the nutri- 
tionist about four times before the plan 
was really at work. At a chance meet- 
ing about a year later, Mrs. Brown told 
how happy she and her husband were. 


The furniture and grocery bills were 
paid. They were having good meals, 


and “every Thursday night we plan to- 
gether for our expenses for the coming 
week !”’ 

Again, a New York case worker heard 
her name called while passing through 
Grand Central Station one day, and 
turning, saw Mrs. White. Visions of 
struggles with unpaid rent, gas, and 
grocery bills were recalled as the worker 
remembered the Mrs. White of two years 
ago. With this in mind, she asked if 
they were still living on a budget. “Yes 
indeed! I’m going to Albany to visit 
my sister, and how else than by budget- 
ing would | have the money for the 
trip?” 


ORDER OUT OF CHAOS 


For both these families better planning 
had helped to bring systematic spending 
out of chaos. It had helped to discover 
leaks in expenditures for nonessentials 
at the expense of necessities, taught them 
to avoid debts, and enabled them to lay 
something aside for future needs. 

Some mothers with little to spend 
have such complexes over having to deny 
their children “the best” in food, that 
they buy extravagantly of lamb chops, 
sweet butter, and fresh peas in winter, 
and go hopelessly into debt to the corner 
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store in a vain effort to ease their con 
sciences. 

Another type of mother is apt to use 
money needed for food to buy clothing 
and other necessities that help to put up 
a good front to the world. Teachers and 
the public can see holes in stockings but 
an empty stomach is not immediately 
apparent. 

Both types of mothers have a com- 
mendable pride, but both need help for 
neither of the roads they are taking will 
lead to what they want most—healthy 
children, and parents free from the con- 
stant irritations that arise because ends 
do not meet. The “budget road’ is 
needed to guide them on their way. 

In 1936, the last year for which figures 
are available,* nearly half the families in 
the United States had incomes of $1000 
a year or less; and half of these families 
had been on relief at one time or another. 
Even the top figure, $1000 a year, means 
only $20 a week with which to provide 
all the necessities of the home. And 
many of the families had less than this 
amount, 

Since public health nurses work with 
many families who can pay little or 
nothing for their services, it would seem 
reasonable to assume that most if not all 
of these families are among this 50 per- 
cent of the population, and that the 
largest number of people will be benefited 
if suggestions for any items in the budget 
are made on a low-cost basis. 

People differ in what is important to 
them. To one family, insurance may 
have special meaning and no suggestions 
that involve lowering this expenditure 
are welcome; to another family, some 
other item carries significance. So the 
budget-maker may be asked for help in 
planning for any one of the various ex- 
penses a family has to meet—the items 
that are the bases of all budgeting. 

An abbreviated budget plan, with ap- 


*Consumer Incomes in the 
National Resources 
DC., 1938. 


States. 
Washington, 


United 
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256 PUBLIC HEALTH NURSING 


A BUDGET PLAN 
APPROXIMATE MONTHLY COSTS IN NEW YORK CITY—1938 


Rent According to needs of family 
Light and gas 
Fuel for heating According to season and facilities in the home 
Food Child under 4 years 
Child 4 to 12 years 
Child 12 to 15 years 
Adult man 
Adult woman 
Clothing Each working member 
Each other person 
Each person 
Variable according to total income 


Household supplies 
Other items 


$15-$30* 


$3.50 


5.00 
6.50 
8.00 
9,00 
8.00 
4.00 
2.00 
1.00 
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proximate costs in New York City, may 
help to show more clearly these various 
expenses and the amounts that seem rea- 
sonable for families in the $1000-a-year- 
and-less income group to spend for such 
expenses. 

Needs of the family and the cost of 
providing them differ according to local- 
ity. People in the warm South are saved 
much of the expense of fuel for heating 
and of the heavy winter coats that take 
such a large proportion of the clothing 
allotment in the North. However, a 
family budget must always be made ac- 
cording to that family’s particular needs, 
and this schedule may be helpful as a 
guide. 

RENT 

The place in which a family lives and 
the amount they pay for rent are usually 
good indications of the family finances, 
and these facts give an opportunity to 
estimate how much a family has to spend 
and how great is their need for econo- 
mizing. The nurse who goes into the 
home has this advantage over doctors 
and nurses who see patients only in the 
clinic, where a flare for wearing a cast- 
off fine dress may belie real financial 
straits. 

Families usually have chosen their 
home for some special reason. It is near 
their relatives or friends; convenient to 
the husband’s work or the children’s 
school; or the best they can find for the 


*Usually, the amount the famiiy actually pays is budgeted for rent. 


amount they can pay. Even though the 
place may seem undesirable to the work- 
er, there is probably little she can or 
should do about it. However, it may 
be helpful for her to know that if a 
family in the low-income group pays 
more than 20 to 25 percent of their total 
income for rent, they will probably find 
it difficult to meet other expenses, and 
they will be in greater need of sugges- 
tions for possible economies in these 
other expenses. 


LIGHT AND FUEL 


This item does not usually take a very 
large proportion of the budget; but elec- 
tricity and gas are so important that 
these bills must be paid, and rather 
promptly, or the services are discon- 
tinued. Unfortunately, the homes of 
the low-income group are often dark, 
and need artificial light for a greater 
part of the day than may seem reason- 
able to an outsider. Cook stoves are 
often old and inefficient, and run fuel 
costs up unduly. Again, there may be 
little one can do toward helping to re- 
duce these bills, and in planning for the 
family’s needs they usually must be esti- 
mated as they are. 


FOOD 
A public health nurse will probably 


be called on more frequently for sugges- 
tions about food and food-purchasing 
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than for any other item of the family 
budget, because food has a very imme- 
diate relationship to the health problem. 
In no other item of the budget can good 
suggestions help more, or expensive ones 
confuse and discourage so much! The 
highly publicized glass of orange juice 
daily for each member of the family may 
be a sure preventive for scurvy, but it 
may take a fourth of a family’s food 
money to provide it. At least it would 
for some families in New York City! 
And an adequate amount of the scurvy- 
preventing vitamin C can be provided 
without such an expenditure. 

In low-income families, it may take 
from 40 to 60 percent of the family 
income to buy health-protective foods; 
it is not the amount of money spent, but 
the kind of foods purchased, that assures 
the factors necessary for good growth 
and good health. 


Calves’ liver at 69 cents a pound provides 
no more nourishment than beef liver at 25 
cents. 


A quart of grade-A milk at 16 cents fur- 
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nishes no more bone-building material than 
7 cents worth of evaporated milk. 

A pound of fresh peas at 10 cents provides 
much less protection than a pound of kale at 
5 cents. 

A dozen grade-A eggs at 56 cents have the 
same food value as grade-B eggs at 31 cents. 


Choices such as these are available for 
almost every food group in the basic 
family grocery order, and the particular 
choice made should depend on the family 
pocketbook. Low-income families will 
do well to make most of their selections 
from the foods that give the best value 
in health protection for the money. 

The following outline may be helpful 
in estimating the adequacy of a family’s 
food purchases. It can be adapted to 
any locality by choosing inexpensive 
foods that are easily available. 

CLOTHING 

Shoes, coats, dresses, and underwear 
have a bad habit of wearing out; and 
they do it more quickly for families who 
can pay little for the original purchase 
and consequently must often buy lower- 


THE FAMILY’S FOOD FOR ONE WEEK 


Guide for food selection 


Approximate needs of 


3 5 7 persons 
Milk—from 1 pint to 1 quart per person daily 14 22 32 quarts 
*Vegetables and fruit 
Potatoes, 1 or 2 servings daily 12 18 24 pounds 
Other vegetables, 1 or 2 daily 10 16 22 pounds 
Oranges or canned tomatoes, 3 or 4 times weekly } 7 10 pounds 
Dried beans, peas, or lentils Y, 1 2 pounds 
Dried fruit, 3 or 4 times weekly 1 2 3 pounds 
Bread and cereals 
Bread—at every meal, emphasis on whole wheat 8 12 16 pounds 
Cereals—Dark, home-cooked cereals for breakfast } 6 8 pounds 
Macaroni or rice, if desired for other meals 
Meat, fish, eggs 
*Meat or fish, about 4 times weekly 5 6 7 pounds 
Eggs, 3 or 4 times weekly l 1% 2 dozen 
Fats 
About 4 pound per person weekly 2 3 4 pounds 
Butter, margarine, lard, oil, salt pork 
Sugar 
About %4 pound per person weekly 2 3 4 pounds 
Sugar, molasses, honey 
A small allowance for coffee, tea, seasonings 25 30 35 cents 





*When the budget permits, vegetables and fruits should be and meat and fish may be used 


more generously. 
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quality goods. A self-supporting family 
would find it helpful to set aside a 
definite sum each week for clothing, part 
of it to be used for stockings and under- 
wear as they are needed, and the rest to 
be saved until the seasonal times when 
all the family must have shoes and coats 
at once. However, perhaps none of us 
plans too well for future needs in the 
face of present emergencies, and one can 
at least understand when Mrs. Smith 
buys a new chair for the living room (she 
really needed it!) instead of saving the 
money for the children’s school clothes. 

No percentage of the income can be 
suggested as the amount to budget for 
clothing. Shoes and dresses for four 
children cost more than for one, even 
though there is a hand-me-down system 
in the larger families. Boys are usually 
harder on clothes than girls, and their 
woolen knickers cost more than cotton 
dresses. A family’s standard of living 
enters into clothing purchases, too. One 
mother took a large portion of her food 
money one week to buy the children new 
sleeping pajamas. ‘The old ones simply 
went to pieces in the last wash, and | 
can’t bear for them to sleep in their 
underwear as some people do.” Un- 
doubtedly, this mother’s feeling about 
clothing would make her buy a more 
expensive coat, suit, or dress than might 
satisfy another mother having the same 
income. 

In helping to plan an emergency 
budget to tide a family over some un- 
expected expense, the clothing item may 
be omitted temporarily, perhaps for as 
long as several months. But sooner or 
later, clothes will be needed; and putting 
aside a fair amount each week or each 
month will prevent taking too large a 
sum from any one pay envelope in the 
spring or fall when seasonal replenish- 
ments are usually made. 


HOUSEHOLD SUPPLIES 


It takes soap to wash clothes, bedding, 
and towels; cleaning powder to scrub 
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sinks, bathtubs, and _ floors; tooth 
brushes, combs, and dozens of other 


small items to help keep children and 
homes presentable. Sheets and towels 
wear out, and dishes break. Oftentimes 
one does not realize how frequently they 
must be replaced, nor what it means to 
replace them from a wage that just 
covers running expenses. As with cloth- 
ing, emergency budgets can sometimes 
omit this item of household supplies, 
but again it is an expense that must be 
met at some time by every family. 


OTHER ITEMS 


This is the catch-all. It can be sep- 
arated if desired into its various parts: 
carfare, education, recreation, insurance, 
and the like. But most people rebel at 
too detailed account keeping and prefer 
to lump all these expenses together. It 
seems especially ill-advised to separate 
it in families of low-income, when only 
5 or 10 cents weekly may be available 
for any one item. Too, this must be the 
flexible item. The children can go to 
the movies this week if mother has a 
spare quarter; and if not, they stay 
home. Some items, such as carfare for 
a working man, will permit of no flexi- 
bility and may need to be definitely 
budgeted. Each family’s plan will have 
to be worked out according to their par- 
ticular situations. 


Budgeting must always be an indi- 
vidual problem. The principle involved 
is always the same: Outgo should not 
exceed income. The individual articles 
of family needs which are purchased 
must be chosen with that aim always in 
mind. No two people living on the same 
income will choose the same things or 
spend the same amcunts; yet both must 
make their totals balance! 

Any public health nurse working with 
low-income families will find it very 
helpful to know what a minimum stand- 
ard of living includes, and what it costs 
to maintain it. Possibly many of her 
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families will not be able to maintain 
even a minimum standard, and often- 
times she can do little in helping to 
raise it. In such cases, though, it may 
mean a great deal to the family just for 
the nurse to ‘‘understand.” 

Many carefully prepared pamphlets 
are available in various parts of the 
country describing desirable standards 
for all the things a family needs 
standards for a place to live, food to 
protect health, and clothes to wear. In- 
cluded also are standards for such items 
as education, recreation, and medical 
care, dental care, even though to many 
families these items may be luxuries they 
cannot afford. 

A list of representative pamphlets fol- 
lows. The one available from the city 
nearest the reader’s own locality will 
doubtless be found most helpful. It will 
be of great help for the nurse who wants 
to continue her lessons on budgeting! 
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A ND all the woods are alive with the murmur and sound of spring, 


And the rosebud breaks into pink on the climbing briar, 


And the crocus bed is a quivering moon of fire 


Girded around with the belt of an amethyst ring. 


Oscar Wilde—Magdalen Walks. 











Better Office Administration 


By J. EVAN MOYER 


An office manager of broad experience discusses 
some of the principles fundamental to efficient office 
administration in a public health nursing agency 


ACK IN THE DAYS when Abra- 
B ham Lincoln was acquiring his edu- 

cation through the medium of a 
charred stick and a wooden shovel, pub- 
lic health was not considered a problem 
and the National Organization for Public 
Health Nursing had never been heard of. 
The hardy pioneer of that age would 
have scoffed at the idea of professional 
nursing as unwarranted pampering of the 
individual which could result only in 
ultimate vitiation of the species. Per- 
haps in that day his reasoning would 
have been logical. However, a great deal 
of water has gone under the bridge since 
then. The concentration of large num- 
bers of people in our present-day cities 
has increased the complexity of living a 
thousandfold and has made us more de- 
pendent upon each other than most of 
us like to admit. 

Public health nursing is one of the 
natural outgrowths of modern civiliza- 
tion. It has long since ceased to be a 
luxury and is not only recognized by the 
general public as a necessity but is de- 
manded as a service which they must 
have and for which they are willing to 
pay. However, we must not lose sight 
of the fact that John Q. Public in these 
days of depression and recession has 
developed into a very tight-fisted indi- 
vidual. He will still support a worthy 
enterprise but it must prove itself 
worthy. He wants to know that he is 
getting his money’s worth. This means 
that if you as a public health nursing 
organization expect a business man to 
provide funds for your support, you 


must be able to talk to him in his own 
language; you must be able to prove 
that you are operating efficiently and 
economically. Then and only then can 
you hope to loosen his purse strings. It 
is my opinion that the solution to this 
problem lies in adequate, intelligent ad- 
ministration. The word administration 
has many angles and it would be impos- 
sible to cover them all in one article. 
This discussion will therefore be limited 
to one phase of the problem—office ad- 
ministration. 

The office is the nerve center of any 
business and public health nursing is no 
exception. A client needing service; a 
member of your board wishing to confer 
on matters of policy; a salesman with a 
product you need; a contributor wishing 
to make a donation; a reporter looking 
for material for a feature article; any 
one of a thousand others whe may be 
interested in your organization for any 
of a thousand reasons—on¢ and all, their 
point of contact is the office. Most of 
them will never see anything of your 
organization except the office. The office 
force must answer their questions and 
solve their problems. Public health 
nursing in your community will, to a 
large degree, stand or fall on the impres- 
sions made by your office force. Yes, the 
office is indeed the nerve center. 


OFFICE MANAGER KEY PERSON 


This being the case, the selection of a 
person to take charge of the office be- 
comes a problem of major importance. 
It makes no difference whether your 
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agency is large or small, whether your 
office force consists of fifty people or a 
single individual; the problem remains 
the same. Efficient administration, be 
the organization big or little, can only 
be insured by using a person well 
grounded in the basic principles of ad- 
ministration and clerical efficiency. 

In one organization with which I am 
acquainted a nurse who had become too 
old for active field service was placed in 
charge of the office as a means of keeping 
her on the payroll during her declining 
years. It is difficult for me to find words 
sufficiently strong to condemn this prac- 
tice. Please do not misunderstand me. 
I believe very definitely that the older 
nurse should be provided for, but other 
means of accomplishing this purpose 
should be found. 

Office administration is a profession 
and deserves to be treated as such. The 
office manager should be a person with a 
good educational background, the broad- 
er the better. She should have consid- 
erable experience in office administra- 
tion. She should be mentally alert, quick 
to observe improved methods in use by 
others and to adapt them to her own 
requirements. She needs a pleasant per- 
sonality, a level head, and that intan- 
gible something in her make-up that 
enables her to get along with folks. 
Above all she must possess the ability to 
secure the cheerful codperation of em- 
ployees working under her. And I have 
known of at least one case where an office 
manager’s chief value to the organization 
lay in her uncanny ability to secure the 
cheerful coéperation of those in author- 
ity over her. 

The qualifications which go to make 
up an ideal office executive are so many 
and so varied that you can scarcely hope 
to find them all in a single individual. 
However, sufficient time and care should 
be devoted to the matter to insure the 
best possibie selection from the avail- 
able candidates. 

When the office manager or chief clerk 
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has been selected, her value should not 
be lessened by hedging her about with 
restrictions and regulations which limit 
her use of her own initiative. Within 
the limits laid down by organization 
policy, she should be given full authority 
for her job. You will then be justified 
in placing on her shoulders full responsi- 
bility for efficiency and results. 

If you have been fortunate in your 
selection I suspect that the first official 
act of your new employee will be to 
undertake a study of your system of 
record keeping, and there is every prob- 
ability she will find ample room for im- 
provement. It has been my privilege to 
study the clerical set-up in several or- 
ganizations and where there appeared to 
be a need for revision or improvement 
of routine it was invariably most ap- 
parent in the record-keeping procedure. 


WHAT RECORDS DO WE NEED? 


Why do we keep records? Who do 
we keep them for? Are we keeping all 
of the records and compiling all of the 
statistics necessary to give full informa- 
tion to those who have a right to it? 
Can we from our records present our 
story in attractive and understandable 
form to those whom we wish to think 
well of us? Are our records in such 
shape that necessary information is 
readily obtainable? Can an intelligent 
audit be made of our books with a mini- 
mum amount of effort on the part of the 
auditors? Are we spending time and 
money on useless records? Find the 
correct answer to these questions and 
you will have a pretty good picture of 
your record system. In connection with 
the last question let me offer a single 
illustration. When I took over my 
present position one girl was spending 
about half of her time compiling a cer- 
tain report. A brief study convinced 
me that it was not being used and its 
discontinuance was ordered. That was 
five years ago and to this day I do not 
believe that it has ever been missed. 
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The saving is of course obvious. There 
may possibly be a similar situation in 
your office. 

It is not my intention to tell you on 
these pages what records you need to 
keep and how to go about doing the job. 
However, I cannot urge too strongly the 
advisability of making an analysis, 
or better still having some capable and 
disinterested party make it for you. 

Many agencies have started from a 
very small beginning and have grown as 
the need for their services increased until 
they reached the status of large agencies. 
There is, of course, nothing wrong with 
that picture. It is as it should be. How- 
ever, in far too many cases the growth of 
the agency in the field of service is not 
matched by corresponding growth and 
improvement in the office. This may or 
may not be the case in your agency. A 
frank, unbiased report by some one in 
whom you have confidence should give 
you the answer. 


WORKING TOGETHER 


We must not, however, lose sight of 
the fact that the best system of records 
ever devised by man can only be as 
efficient as the person or persons respon- 
sible for its maintenance and that brings 
us to what is perhaps the most important 
phase of our entire problem—our clerical 
employees and our relations with them. 
Surely, there is not a job in the world 
more interesting than working with peo- 
ple. Every interview with a prospective 
employee is a new experience and noth- 
ing gives me more genuine pleasure than 
to have my judgment vindicated by the 
performance of a new employee on the 
task to which I assign her. It has, how- 
ever, been my experience that the success 
or failure of a girl on her job is to a 
large degree my responsibility. An em- 
ployee can be expected to do her best 
work in an atmosphere of congeniality 
and contentment. The employer needs 
to be a bit of a psychologist and, in 
making additions to the staff, to choose 
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people who are likely to work well 
together. 

Assuming that a homogeneous group 
of workers has been assembled, the office 
manager is well along the road to effi- 
cient operation of her office. However, 
the simple employment of workers and 
the assignment of definite tasks is only 
the beginning. 

The office manager who is to be really 
successful in her role must gain the con- 
fidence of her employees. If she can 
make them realize that she takes a per- 
sonal interest in them and their well- 
being without appearing to meddle in 
their private affairs she may well con- 
gratulate herself. The girl who comes 
to the manager to talk over her indi- 
vidual problems will be, nine times out 
of ten, a loyal employee who will respect 
the office manager's opinions and con- 
form cheerfully to such regulations as 
may from time to time be made. 

Regulations are of course necessary. 
They should be held to the absolute 
minimum in number but they cannot be 
eliminated entirely. Salaries and vaca- 
tions must be fixed, office hours estab- 
lished, sick leaves considered, and all 
the host of other problems which arise 
must be solved and in many cases cov- 
ered by rules and regulations. The office 
manager must not hesitate to make rules 
when they are necessary. On the other 
hand she should not hesitate to take her 
employees into her confidence and ex- 
plain the reason and the necessity for 
the rules that are made. Such an ex- 
planation will pay dividends in willing 
compliance and harmonious operation 
of the organization. 


PERSONNEL POLICIES 


Voluminous works could be—and in- 
deed have been—written on the problems 
involved in the establishment of office 
regulations. Only a few will be discussed 
here. 

Probably the fixing of salaries will 
stand out in the minds of both employer 
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and employee as heading the list in im- 
portance. However, salary rates are 
affected so greatly by local conditions 
and living costs that it is impossible to 
suggest definite salary rates in an article 
which is to be circulated nationally. The 
manager is justified in insisting that the 
agency's workers be paid salaries com- 
mensurate with the compensation estab- 
lished by private industry in the com- 
munity for work of a similar nature. 
Having demanded adequate payment for 
employees she has naturally accepted the 
responsibility of seeing that they give 
value received in productive effort. 

It is of course impossible to discuss 
salaries without running into the closely 
related problems of salary increases, 
overtime, and sick leave, and vacation 
policies. It is my opinion that a new 
employee should be started at a salary 
sufficiently below the maximum for his 
job to permit periodic increases over a 
space of time, but I am definitely op- 
posed to automatic increases. Each step 
up in salary should be justified by a 
corresponding increase in efficiency and 
employees should understand that they 
will get raises as often—but only as 
often—as they earn them. 

There are almost as many policies on 
overtime as there are companies in busi- 
ness. Readers may be interested in an 
article on this subject in the December 
1938 issue of American Business.* It is 
my personal opinion that overtime 
should be avoided whenever possible, 
but that necessary overtime should be 
paid for except where it is made neces- 
sary by previous absence for which the 
employee has been paid. 

Sick leaves and vacation policies also 


*“Overtime Compensation Policies of 287 
Companies.” American Business, December 
1938, p.25. 
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vary greatly in different organizations 
and each executive has good arguments 
in favor of his own ideas on the subject. 
It is my own belief that a person who is 
sick needs, more than at any other time, 
to be free from worry about her job. I 
object to fixed sick leaves on the grounds 
that the length of a period of illness is 
beyond the control of the individual and 
a fixed time may tend to force some back 
on the job before they are entirely fit, 
with the ultimate result of extending the 
total lost time. I am also very strongly 
opposed to withholding a person’s salary 
for lost time due to illness unless it be- 
comes necessary to pay a substitute for 
handling their work. Certainly when a 
girl loses her salary while ill and then 
has to come back and struggle through 
the accumulation of work that has piled 
up during her absence, the injustice is 
too obvious to require comment. I be- 
lieve that vacations should be at least 
two weeks and not more than four weeks 
in length. 

There are many other questions which 
cannot be discussed in one article; for 
example, our attitude toward the em- 
ployment of married women; when, why, 
and how to discharge people; savings 
that may be possible through the pur- 
chase of adequate equipment. Tbe 
things I have said, while they are the 
result of considerable thought and prac- 
tical experience, are after all only one 
man’s opinion. My suggestions to the 
nursing directors are: Take advantage of 
the combined experience of agency execu- 
tives in all parts of the country. Insist 
on consideration of administrative prob- 
lems at your national conventions and 
do not fail to attend the conventions. 
The other fellow has ideas that you can 
use. Meet him at the conference table 
and compare notes. You will both 
profit by it. 











A Modern College Health Program 


By FERN A. GOULDING, R.N. 


This college health program has effected a change in campus 
attitudes from a passive acceptance of health regulations to 
an active coéperation with all phases of the health program 


NE of the most fertile yet one of 

the most neglected fields for 

health education is that existing 
in colleges, universities, and normal 
schools. There is practically universal 
agreement that colleges, especially state- 
supported institutions, have an obliga- 
tion to train their students in such 
fundamentals of citizenship that the en- 
tire state will be benefited by the educa- 
tion of these students. ¢In approximately 
fourteen hundred institutions of higher 
learning in the United States about one 
and a quarter million young men and 
women are engaged in learning how to 
take care of themselves and others.* It is 
to this group that we look for commu- 
nity leadership. The wisdom of that 
leadership will depend largely upon their 
understanding of the relationship of 
health to the economic and social welfare 
of their communities. If these young 
people do not learn the value of positive 
health and the influence of health upon 
affairs of state, they have missed a fun- 
damental part of a broad general educa- 
tion, and the state has been denied lead- 
ers with a true understanding of com- 
munity problems. 

Iowa State College has had a campus 
health service for many years under the 
competent administration of medical 
officials with public health training and 
experience. This service has increased 
in scope and personnel through the 
years, permitting it to meet increasing 


*Statistical Summary of Education 1933-34. 
U. S. Office of Education, Washington, D.C., 
1937. 
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demands made upon it by a rapidly in- 
creasing student enrollment, which last 
year totaled 6906 students as compared 
with 2893 in 1917-18. Women students 
comprise a little over one third of the 
present enrollment. 


CARE OF SICK STUDENTS 


A seventy-five bed hospital on the 
campus cares for all sick students, and a 
clinic service is available for all treat- 
ments, including physical therapy and 
emergency care. The health service staff 
includes five physicians (four men and 
one woman), seven nurses, one phar- 
macist, one laboratory technician, one 
x-ray and physical therapy technician, 
one dental hygienist, two dietitians, two 
health educators, and two clerks. 

Each student pays an annual health 
fee of seven dollars as part of his college 
fees, in return for which he receives all 
necessary clinic and consultation service 
and three days of hospitalization if 
illness occurs. If longer hospitalization 
is necessary, a hospital fee of two dollars 
a day is charged. All medicine and x-ray 
treatments are given to the student at 
cost. 


PHYSICAL EXAMINATIONS 


All entering students are given com- 
plete physical and dental examinations, 
including urinalyses and Mantoux and 
Wassermann tests. These examinations 
are given during “freshman week” pre- 
vious to the opening of school. Rechecks 
are made as indicated. 

Members of the sophomore and junior 
classes are not examined annually, but 
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when indicated or upon request. Special 
groups, such as those in competitive 
sports or military training, receive spe- 
cial consideration. All seniors receive 
complete physical examinations during 
the term prior to graduation, and rec- 
ommendations are made at that time for 
the correction of remedial defects found. 

As an educational device, the periodic 
physical examination plays an important 
role. Each student has several confer- 
ences a year with his medical adviser or 
other staff members of the health service, 
during which he learns many facts con- 
cerning his physical condition. Educa- 
tional benefits are obtained from these 
conferences only if the student is re- 
sponsive and if the attending physician 
is willing to use the medical conference 
for educational purposes as well as to 
secure remedial measures. 

A nutrition clinic is maintained by the 
health service through the codperation 
of the Department of Nutrition. All stu- 
dents with nutrition problems are re- 
ferred to this department by physicians 
of the health service. Through confer- 
ences with the trained nutritionist in 
charge, the student is taught to handle 
his problems intelligently. A_ special 
diet dining room is maintained where 
these students may be supervised for a 
limited time, but emphasis is placed upon 
the education of the student in the 
proper selection of foods and manage- 
ment of his dietary problems in a normal 
situation. 

Formal class work in health education 
of college level is essential to a student’s 
understanding of health problems and 
remedial measures. 


HEALTH EDUCATION COURSES 


Some form of health education for 
women has been in the curriculum for 
home economics students since 1910. 
The first courses were given by the 
Home Economics Division and were re- 
quired only of students in that division. 
The program of later years has been 
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carried by the Hygiene Department with 
the Home Economics Division codper- 
ating in the program. A more intensive 
program of health education for women 
was begun ten years ago. During this 
time the freshman women’s health edu- 
cation course has been required for all 
women students. 

This course consists of a trimester of 
about sixty hours. The course is 
taught—with the codperation of other 
faculty members—and administered by 
a member of the Department of Hygiene 
who is a graduate nurse and who has a 
college degree with an education major, 
additional graduate study, and experi- 
ence in education and public health. A 
graduate nurse with college training 
assists with laboratory demonstrations 
and the practice work of the students. 

Three hours each week are devoted to 
lectures on personal hygiene, disease 
prevention, and health maintenance. 
During this period a representative of 
the Department of Nutrition of the 
Home Economics Division is responsible 
for a short unit on nutrition for optimal 
health; a representative of the women’s 
Physical Education Department con- 
ducts a short unit on body mechanics; 
and a representative of the Department 
of Hygiene who is in charge of the course 
gives the remaining lectures. Through 
close coéperation of the three depart- 
ments the student is taught to appre- 
ciate the correlation of health material 
with that of other subjects. In prepara- 
tion for these classes, a college hygiene 
textbook and reference material in the 
college library are used. Periodic exam- 
inations are held and the course is of a 
scope equivalent to other freshman 
academic subjects. 

One two-hour period a week is devoted 
to laboratory demonstration and the 
practice of methods of caring for the sick 
in the home, infant care, and the treat- 
ment of home emergencies. Sufficient 
equipment is available for practice, and 
all students must achieve a certain de- 
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gree of dexterity in simple nursing tech- 
niques before they may receive credit 
for the course. This portion of the 
course is given in a wing of the college 
hospital, and hospital equipment is used. 

About 225 students are enrolled in 
this freshman course each term, and the 
group is subdivided into two lecture sec- 
tions and seven or eight laboratory sec- 
tions. The course carries three points 
of academic credit. 

Many upper-class students say that 
this freshman course acts as a splendid 
orientation to such science 
bacteriology, psychology, and physiol- 
ogy, and that much time is saved in later 
studies because of the use of a scientific 
vocabulary learned in the freshman 
course. 

The thirty-six hundred students who 
have taken this course have gone into 
representative communities of many 
states, becoming valuable contributing 
citizens, teachers, homemakers, mothers, 
and leaders of various civic organiza- 
tions. There definite 
carry-over to home and teaching respon- 
sibilities. Many former students volun- 
teer the opinion that health knowledge 
obtained in this freshman course assisted 
them greatly in the handling of difficult 
situations occurring in the home, the 
camp, the school, or frequently in the 
care of their children. 


courses as 


seems to be a 


COURSE AFFECTS CAMPUS ATTITUDES 


Throughout the years of teaching this 
course, many echoes of its value have 
come to the instructor. One of the most 
outstanding benefits has been the con- 
tribution to a change of campus atti- 
tudes from a passive acceptance of 
campus health legislation to an active 
codperation with all phases of the health 
program. There has been a definite 
decline in illness among students and a 
marked increase in the use of clinic 
service. Many seek advice for indefinite 
symptoms of illness that might have gone 
unnoticed had the student not been 
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made aware of their importance, and 
they cooperate wholeheartedly with the 
physician’s recommendations. At no 
time has there been any indication of a 
student hypochondrical _ be- 
cause of new-found knowledge. Such 
knowledge has been used as a basis of 


becoming 


intelligent personal disease prevention. 

In addition to this freshman course, 
an elective course is given to those ad- 
vanced students who are preparing them- 
selves to teach home care of the sick to 
ninth-grade students. The class is usu- 
ally composed of school nurses, home 
economics seniors, or graduate students. 
_ Up to the present time the major 
emphasis on health education has been 
among women students. There is no 
required course for all freshman men 
such as the one for women students. 
Formerly an orientation course was given 
to certain groups of men. This was dis- 
continued a few years ago and has not 
yet been resumed. 

All men divisions—those 
who plan to engage in educational activi- 
ties—are required to take a course in 
school health problems which points out 
existing health problems in the school 
and among school children, and suggests 
remedial measures. 


of certain 


WOMEN’S STUDENT HEALTH COUNCIL 


In order to continue health education 
for women students after the completion 
of the freshman course, the instructor of 
health education called a meeting nine 
years ago of representatives of women’s 
residences and organized what has since 
been known as the Women’s Student 
Health Council. This original group of 
women students met once a week during 
the first year with the organizer of the 
group, for a discussion of health prob- 
lems. Such common subjects as preven- 
tion of colds, sleep, and adequate diet 
were soon exhausted, and community 
health problems of wider implication 
were discussed. 

Very soon requests for permission to 
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become members of the council were 
received from other interested women 
students. The second year a member- 
ship-at-large was permitted, and student 
interest and membership has since grown 
with surprising rapidity. 

The organization has had its periods 
of depression alternating with periods of 
thriving activity. This activity depends 
largely upon the current personnel in 
office—their interests, originality, and 
ability to carry responsibilities—and the 
ability of the sponsor to infuse the mem- 
bers with enough enthusiasm to stimu- 
late voluntary activity. In recent years 
great interest has been manifested in all 
affairs of the council. Whereas in the 
beginning it was somewhat difficult for 
the sponsor to find enough activity for 
the members, it is now a problem of 
selection and limitation. 

At the present time the council has an 
active membership of over one hundred 
women students. This includes nineteen 
representatives of organized residences 
who are responsible for the reading of 
reports of council meetings at their 
weekly house meetings. All members 
have equal privileges in the organization 
and are eligible to hold office. 


FINANCING OF COUNCIL 


During the early organization period 
of the council no fees were collected 
from the students, because of the feeling 
that a service organization should be free 
from student monetary support. It was 
soon learned that financial independence 
was essential to a more extensive educa- 
tional program. A policy was adopted 
whereby each women’s residence was 
asked to donate an annual fee of one 
dollar for its representative, and each 
member-at-large was asked to pay 
twenty-five cents each term. ‘The 
council’s expenses are never very great, 
but its activities would be greatly cur- 
tailed without the financial support ob- 
tained through these membership fees. 

It is necessary to keep all campus 
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service organizations nonpartisan and 
free from the monopoly of offices by any 
one social group. In order to maintain 
equal privileges for election to office, a 
merit-point system was established 
whereby any student might obtain merit 
points for activity carried on in the 
many types of work done by the council. 

Officers of the council are elected each 
spring from those students ranking high 
in merit points. Those who have con- 
tributed most to the welfare of the 
organization the previous year are eligi- 
ble for office. Among these workers are 
some splendid administrators, and much 
real ability in leadership is thus devel- 
oped. One of the secrets of success of 
the council is the student participation 
in its varied activities. 


ACTIVITIES 


The programs of the weekly meetings 
are varied, and an effort is made to 
include some student participation at 
each meeting. After routine business 
conducted by the president, a health 
message is read by the student in charge 
of this part of the program. This mes- 
sage is usually one that is sent out weekly 
by the State Department of Health, but 
it may be a news item from a current 
newspaper or periodical. Another com- 
mittee is responsible for placing health 
messages on bulletin boards of all dor- 
mitories, sororities, and public buildings 
on the campus. 

After the routine business, a speaker 
gives a short address. This speaker may 
be a student member of the council, 
some representative of a voluntary or 
state health agency, or a faculty member 
from one of the science departments of 
the college. All state officials and faculty 
members have been most codperative 
and generous in contributing their time 
and efforts to the development of the 
council’s educational program. After 
the speaker has finished, a member of 
the council who is prepared in advance 
leads in a discussion of the subject and 
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encourages participation of the students. 

A program was arranged last fall term 
to include short biographical sketches of 
women who have contributed to the 
healing arts—Florence Nightingale, 
Elizabeth Blackwell, Clara Barton, 
Edith Cavell, Jane Delano, Marie Curie, 
and others. These sketches were given 
by student members of the council. 

A program under the general title of 
“What the Public Should Know,” was 
carried on during the winter term. An 
effort was made to give members a better 
understanding of the newer phases of 
public health administration in the state. 
Such titles as the following suggest the 
scope of this series of addresses: 

Plans for the expansion of public health in 
lowa 

The care of crippled and handicapped chil 
dren in Iowa 

How Iowa cares for mothers and babies 

The public health nurse and her job 

The clean-up program of community danger 
spots 

That glass of milk—is it safe? 

Animal parasites—the menace to humanity 

The college students’ place in community 
health 


The spring program is centering 
chiefly around matters of personal health, 
the values of certain health practices, 
and the benefits of positive health to 
personality development. 

Many other activities engage the at- 
tention of the council. One of the first 
projects each fall is the preparation and 
distribution of first-aid kits to all of the 
women’s residences on the campus. This 
is done by a committee of the council 
through the codperation of the Depart- 
ment of Hygiene. 

At Christmas time the council makes 
and fills at least fifty Christmas stock- 
ings for distribution by the local social 
service organization to underprivileged 
children of the city. Each fall term the 
members assist with the making of 
infants’ clothing which is distributed to 
needy babies by the county relief 
agency. 
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Each year the council brings to the 
campus some nationally-known speaker 
or arranges some program of general 
educational interest. Last year it spon- 
sored the showing of “‘Damaged Lives,” 
a film depicting the evils of syphilis. 
About twelve hundred persons viewed 
the film, which was shown twice. The 
council, in conjunction with other prom- 
inent groups on the campus, carried on a 
campus campaign for a one hundred 
percent Wassermann test program. 

As a long-time educational project 
this year the council members are pre- 
paring a permanent exhibit of miniature 
models dressed in costumes representa- 
tive of outstanding women who have 
contributed to human welfare and the 
healing arts. Forty-six models will be 
including physicians, nurses, 
scientists, nutritionists, and social work- 
ers. Through such research as will be 
necessary for the development of this 
project, the exhibit should be an impor- 
tant educational device. 

The council has now been an active 
organization for about nine years, and 
during the past few years it has been 
considered a major campus activity. The 
organization acts as a medium for the 
distribution of health information, and 
plays an important part in a_ broad 
health education program on the campus. 
It is a purely voluntary agency with no 
pledges or obligations. 

The health education program of Iowa 
State College is not considered a perfect 
program and many omissions will be 
apparent at once to the reader. Such a 
program should include all students— 
men and women. Through the particu- 
lar setup at Iowa State College this is 
not done, but the need is recognized. 
Through a long experimental period, 
however, a program has been developed 
that has to a considerable degree been 
effective among women students. 

Health education is recognized today 
as an important contribution to the busi- 
ness of learning how to care for oneself. 
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When such education is given at the college health education could be made a 
college educational level a greater inte- part of the national public health pro- 
gration of this learning will be made gram, the nation would have many strong 
with affairs of life. Only a beginning allies annually returning to their various 
has been made in the rich fields existing communities to assist in local health 
in the colleges of the United States. If programs. 


ADDITIONAL SUMMER COURSES 


Hawaii 

*Honolulu. The University of Hawaii. June 26-August 4. One course of special interest 
to public health nurses, Health of the School Child, is to be given by the Director of the 
program of study in Public Health Nursing. 

For further information write to Theodore A. Floyd, Director, Public Health Nursing. 

Illinois 

**Chicago. Loyola University. June 26-August 5. Courses in Nutrition, Principles of 
Public Health Nursing, Hygiene, Methods and Materials in Health Education, Principles of 
Social Case Work as Applied to Public Health, School Health Problems, Sociology, Educa- 
tional Psychology, Mental Hygiene, Community Problems and Epidemiology, Philosophy 
of Education, Eye Hygiene, and Oral Hygiene. 

For further information write to Dr. Earl E. Kleinschmidt, Director of the Department of 
Preventive Medicine, Public Health, and Bacteriology. 

New Mexico 

**Silver City. New Mexico State Teachers College. June 5-July 29. Courses in Child 
Care and Development, Field Work in Nutrition, and Communicable Diseases. 

For further information write to Leon M. Bower, Director of Summer Session. 

New York 

**Brooklyn. St. John’s University, Teachers College. July 5-August 9. Courses in Micro- 
biology in Health and Disease, Philosophy, Psychology, Principles of Teaching, and 
Sociology. 

For further information write to Philomena Supper, Director, Nursing Education Department. 
*Syracuse. College of Medicine, Syracuse University. July 5-August 11. Courses in Prin- 
ciples and Special Fields of Public Health Nursing, Maternity and Child Hygiene, Case 
Studies in Public Health Nursing, Public Health and Statistics, Nutrition, Sociology, and 
Psychology. For further information write to Ellen L. Buell, Director, Department of 
Public Health Nursing. 

Oregon 

*Portland. University of Oregon. June 19-August 30. First and fourth quarters of the 
public health nursing curriculum. Courses: Child Welfare, Psychiatric Aspects of Child 
Conduct, Assessment of Physical Fitness, Advanced Public Health, Methods in Teaching 
Health. Students may register for the full quarter or the six weeks’ period. 

For further information write to Elnora E. Thomson, Director, Department of Nursing 
Education. 

Pennsylvania 

**State College. Pennsylvania State College. July 3-August 11. Courses in School Nursing, 
Educational and Vocational Guidance, Family Relationships, Health Education, Psychology, 
Sociology, and Mental Hygiene. Courses will also be offered in the intersession, June 13- 
June 30, and in the postsession, August 14-September 1. 

For further information write to P. C. Weaver, Assistant Director of Summer Sessions. 

South Carolina 

**Columbia. University of South Carolina. July 13-August 4. Courses in Psychology, Edu- 
cation, Hygiene, Public Health, and Sex Hygiene. 

For further information write to J. A. Stoddard, Director of Summer School. 





*These courses are a part of curricula which have been evaluated by the National Organ- 
ization for Public Health Nursing. 

**These courses are not a part of curricula which have been evaluated by N.O.P.H.N. 

A list of summer sessions appeared in the April number. 








Gonorrhea in the Male 


By ALVIN C. DRUMMOND, M.D. 


What is the nurse’s responsibility for the control of gonor- 
rhea? The social aspects of this disease which has such dev- 
astating effects on family life are discussed by a physician 


ONORRHEA is an enormously 

widespread disease and the prob- 

lems raised by this disease con- 
stitute decisive factors in our social and 
economic existence. The disease itself 
is very old. It was known to occur 
fifteen hundred years before the birth 
of Christ, for it was then that Moses 
enacted sanitary laws against so-called 
“uncleanliness.”” From the description 
he has left us of the disease, there is no 
doubt that the uncleanliness referred to 
was gonorrhea. One might say that the 
science of social hygiene began with these 
regulations, which included segregation 
and disinfection. Such measures failed 
in many respects to control the spread 
of the disease, and woman was then 
invested with a halo of respect in an 
attempt to make virtue attractive. But 
the disease has survived even these 
biblical measures and it has thrived in 
all parts of the world. 

The Japanese, nine hundred years 
before Christ, took cognizance of the 
disease, and at this time it was widely 
spread in ancient Greece and Rome. 
Five hundred years later Galen, a Greek 
physician, gave the disease its erroneous 
name, which actually means “the flow 
of seed.” 

Despite all regulations, gonorrhea, 
more or less veiled in mystery, invaded 
all classes of society. It was not at this 
time distinguished from syphilis, which 
probably made its appearance in civiliza- 
tion at the time of the conquest of the 
new world. In fact, these two destructive 
diseases were not differentiated clearly 





until Ricord published his memorable 
treatise on symptomology in 1838. One 
hundred years before this John Hunter 
sacrificed himself in an experiment 
which simply confused the issue. He 
inoculated himself with a lancet dipped 
into what he termed “venereal water” 
from a case of what was supposed to be 
gonorrhea, and he developed syphilis. 
His conclusion was that matter from 
gonorrhea will produce chancres. So 
great was his reputation and so great 
was the element of self-sacrifice, that all 
opposing views were immediately swept 
aside. As a result the progress in the 
study of these two diseases was retarded. 
In our grandparents’ time many physi- 
cians became interested in gonorrhea. 
One of them, Emil Noeggerath, who 
practiced in New York City, stated that 
out of 1000 men 800 had at some time 
contracted gonorrhea, and that 90 per- 
cent of these men were not cured and 
could infect their wives. This was prob- 
ably an exaggeration but it serves to 
illustrate the serious aspect of the prob- 
lem at that time. He went further to 
say that 80 percent of the women had 
gonorrhea or the results of it. It re- 
mained for Albert Neisser, shortly after 
Pasteur’s great discovery of the anthrax 
organism in 1879, to discover the germ 
of gonococcus which specifically causes 
gonorrhea. 

Public health measures have for many 
years attempted to meet the challenge 
of gonorrhea, but it would seem that 
after three hundred years of strict moral 
as well as legal measures, the program 
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for control has failed miserably. Strict 
censorship, even up to our present time, 
has been enforced against the discussion 
of the so-called venereal diseases. Only 
three years ago when the word syphilis 
was mentioned over the radio by the 
commissioner of health of New York 
City, he was immediately shut off the 
air. 
a word denoting a specific venereal dis- 
ease was mentioned. 


Panic seemed to seize people when 


Probably one of the greatest advances 
we will be privileged to observe will be 
the change of the vague term “social 
which only lends to indefinite- 
ness, to the true descriptive terms of 
gonorrhea and syphilis. 


disease,” 


ONSET OF THE DISEASE 

Gonorrhea is a communicable disease 
acquired most often by sexual exposure. 
It can, however, be acquired from arti- 
cles such as towels, bed linen, and toilet 
seats which have been recently contam- 
inated by an individual suffering from 
the disease. From the date of the 
exposure to the actual onset of the symp- 
toms a period of from five to ten days 
At the end of this incubation 
period there is noticed at first only a 
slight burning on voiding, with frequency 
of urination. There may be some itch- 
ing along the urethral canal, with signs 
of redness. Soon a noticeable discharge 
appears, which ranges in color from a 
whitish-grey to yellow, and in consis- 
tency from a slight watery appearance to 
actual thickness. It is the appearance 
of the discharge that sends the patient 
running for aid, 

With the onset of the discharge an 
interesting mental phenomenon develops, 
and one who has seen many cases of 
gonorrhea realizes that there is a definite 
psychosis accompanying the disease from 
its very onset. This is particularly true 
of the single man. He goes for conquest, 
generally knowing the risk that he takes, 
and after suspicious exposure he is con- 
tinually on the lookout for the symptoms 
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which have become well engraved in his 
memory, gleaned from books that were 
read in privacy, or from a boasting indi- 
vidual who has had many a so-called 
“urethral cold.” When he actually has 
the symptoms and the discharge, the 
dire consequences of the disease arise 
vividly before him and he literally be- 
comes a case for the psychiatrist. He is 
sure that he has syphilis along with his 
gonorrhea, in some unmanifested form. 
One may never be able to dispel this fear 
from his mind, and he travels from clinic 
to clinic, from doctor to doctor, taking 
repeated Wassermann tests. It is at the 
crucial time of his initial discharge that 
much havoc can be wrought. 

Until a few years ago, he ran either to 
his questionable associates or to the 
public toilet, where he made note of the 
name which appeared on a little sign, 
giving the and 
He started going 
to this man’s office at odd hours, usually 
in the darkness of the night, to receive 
treatments which usually left him handi- 
capped mentally and physically in some 
way. 


address, office 


hours of some quack. 


name, 


It is interesting to contemplate the 
methods of the quacks. The fee was 
anything that the so-called doctor could 
get. Either he or his secretary were 
past masters at evaluating the patient’s 
financial status. 
times exorbitant. 


The fees were some- 
At other times a flat 
contract rate was made, which guaran- 
teed cure for this amount, and the pa- 
If the 
patient obviously did not have much 
money, he was put on a fifty-cent basis. 
Lines of patients would be waiting to 
receive injections. 


tient came as often as he wished. 


These were given in 
small booths through irrigators and other 
accessory instruments, which many 
times had not been sterilized at all, or 
perhaps only partially so. The “doctor” 
capitalized on secrecy and the patient 
was his prey. 

Today there are many general practi- 
tioners who consider the treatment of 
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gonorrhea too vulgar and unclean for 
their practice. This is indeed a fortunate 
circumstance, for it allows men who are 
well trained to handle the disease intelli- 
gently. The patient may go to such a 
physician, or to one of the many public 
clinics which we have today. Here he is 
given the assurance that the disease is 
curable; but he is told that if left un- 
treated he may develop a complication 
which may seriously affect his future 
marital happiness. Mental hygiene is 
applied, as well as physical treatment. 
The diagnosis depends upon recog- 
nizing the organism of gonorrhea. This 
is done by staining the discharge—which 
has been smeared on a slide—either by 
the methylene blue or Gram’s iodine 
method. The organism is an encapsu- 
lated one, resembling very much the 
germ of meningitis. Within its capsule 
are seen densely colored, biscuit-shaped 
objects in pairs. These are known as 
diplococci. Early in the course of the 
disease these encapsulated diplococci are 
within the pus cell; hence the name 
intracellular diplococci. If the organ- 
isms in the discharge are not entirely 
typical, some of the material is cultured 
by placing it on a medium, and it is then 
grown in the presence of carbon dioxide. 
From this growth the typical organisms, 
if the case is one of gonorrhea, are ob- 
tained. The diagnosis is termed specific 
urethritis or gonorrhea, and there are 
many accepted methods of treatment. 
PREVENTING SPREAD OF DISEASE 


After the diagnosis is made, the pa- 
tient is instructed regarding his personal 
hygiene, and it is here that the public 
health nurse can be of the utmost as- 
sistance to the physician. It goes with- 
out saying that the patient must avoid 
all sexual excitement, both mental and 
physical. He must protect others from 
contamination, and this may be accom- 
plished by securing a supply of so-called 
G.U. bags, which are on sale at every 
drug store. These are made with ties 
which fasten behind the back. They are 
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applied in such a manner as to cause no 
constriction of the circulation and are 
changed frequently by the patient. It is 
important that he does not place cotton 
within the bag, since it is absorbent and 
becomes warm. A small amount of vase- 
line may be applied to the reddened area 
or excoriation caused by the discharge. 
All personal toilet articles and towels 
should be segregated. The patient 
should sleep alone. The bed linen and 
towels should be washed separately, after 
boiling with soap flakes of strong naph- 
tha soap for some time. The linens can 
then be pressed with the regular family 
ironing. If the patient has only gon- 
orrhea and is known not to have 
syphilis in the primary stage it is 
not necessary to segregate his eating 
utensils. The organ itself should be 
washed with mild soap and water follow- 
ing each voiding, and upon retiring in 
the evening. The hands should be thor- 
oughly washed, using a plentiful supply 
of soap lather, after any handling of the 
diseased parts. 

One of the most serious risks run by 
the physician or nurse in caring for such 
cases is the carrying of some of the dis- 
charge to the eyes. There have been a 
number of cases on record where the 
doctor has had to have an eye removed 
following such a contamination. The 
patient may contaminate his own eyes, 
but interestingly enough he seems to 
have acquired a certain immunity during 
the acute stage and an infection of his 
eyes is seldom as severe as that of an 
innocent individual. It is especially 
important to avoid contamination of 
the eyes in families where there are 
children; blindness resu'ting in 
instances is unforgivable. 


such 


CARE DURING ACUTE STAGE 
The patient should be told to exercise 
as little as possible, and it would be well 
to remain in bed for the first few days 
of his acute infection. He must drink 


as many as 12-24 glasses of water per 
day; if it is found that he must get up 
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at night to void, it would be wise for him 
to refrain from drinking water for three 
or four hours before retiring. He should 
refrain from drinking alcohol in any 
form, and should not drink carbonated 
water or spicy drinks such as ginger ale 
or sodas. In his eating he should avoid 
spicy foods such as pepper, horse-radish, 
mustard, vinegar. He should also avoid 
tomatoes because the acid they contain 
has been found irritating to the mucous 
membranes of the urethra. He should 
eat a light diet of milk toast, bread and 
butter, cereal, eggs, fish, and chicken. 
He should drink milk in plentiful 
amounts because it is nutritious and 
bland, and because it produces alkalinity 
of the urine. No food should be eaten 
late at night. The bowels should be 
kept open; if necessary to promote elim- 
ination he should ‘take a glass of hot 
water in the morning, or use a laxative. 
The bedroom should be kept cool. 

If the patient is bothered with per- 
sistent erections of the penis during 
the night, he should be instructed to 
wrap cold towels about the organ or 
immerse it in cold water. Many times 
emptying the bladder will bring imme- 
diate relief. He should be instructed to 
go to the physician’s office for treatment 
with his bladder full, since the urine 
examination is a valuable criterion to 
the physician as to the progress the 
patient is making. 

COMPLICATIONS 

While gonorrhea may be mild in its 
symptoms, neglect of it will cause painful 
and early complications. Later, more 
serious complications may result. An 
early complication of gonorrhea is 
epididymitis—a swelling of the gonads 
or testicles. If such a complication 
develops, the public health nurse should 
send the patient immediately to a physi- 
cian or a clinic to secure adequate treat- 
ment. Indeed, it is advisable at the 
very first sign of the disease to instruct 
the patient to wear a suspensory. The 
intelligent physician, upon seeing such a 
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complication, will immediately stop all 
local irrigation to the urethra. It is 
the duty of the nurse in the home to see 
that these instructions are carried out. 
It is often difficult to convince a patient 
that he must refrain from using a medi- 
cine which a doctor had previously given 
him for self-instillation. Obviously, if 
he continues these instillations in the 
presence of epididymitis, he only drives 
the infection more deeply into the struc- 
tures. 

Another complication, which for- 
tunately is much less common, is stric- 
ture. This means the narrowing of the 
canal at some point in its course from 
the bladder to the urethral opening. It 
is caused most frequently by overzealous 
treatment, either on the part of the 
physician or by the patient himself, 
using medicaments which actually injure 
the tissues. It was not at all unusual in 
the past to hear of doctors prescribing 
and patients using such antiseptics as 
tincture of iodine, silver nitrate sticks, 
and strong solutions of potassium per- 
manganate. The consequence of such 
treatment was injury to the tissues with 
resultant scarring. The main object 
seemed to be to have the discharge cease, 
and this was paramount in the minds of 
both the physician and the patient. Two 
or three years later, or even less, the 
patient was a frequent visitor to the 
genito-urinary clinics for dilatation and 
soundings. 

Another complication which is seen 
more rarely during the past few years 
is prostatic abscess. This condition indi- 
cates that the organism has invaded the 
prostatic tissue itself. The symptoms 
are limitation of movement, painful 
defecation, fever, chills, and many times 
the inability to void. Treatment con- 
sists either of operative procedure or 
rupturing the prostatic abscess through 
a cystoscope placed in the bladder. Con- 
valescence is generally very stormy. Just 
in front of the prostate are two paired 
gland structures known as the glands 
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of Cowper, which may also become in 
fected and give symptoms very similar 
Here there is a 
definite swelling seen over the gland area 
which many times necessitates excision 
and drainage. 


to prostatic abscess. 


Arthritis in young men must always 
be carefully diagnosed because of the 
possibility of a gonorrheal 
Textbooks teach, and many practitioners 
believe, that gonorrhea affects only a 
single joint, and a diagnosis is made on 
this supposition. 


infection. 


This, however, is far 
from the truth. Gonorrhea may affect 
multiple joints. The most common 
joints affected are those in the thumb, 
the wrist, the knee, the ankle, the cer- 
vical region, and the sternum. A fair 
percentage of patients suffering from 
gonorrhea have transitory joint pain at 
some stage in the Without 
doubt, many men have had disabling 
gonorrheal arthritis in their 
which has left them 
crippled. 

Popular books have stated, and I am 
sorry to say that our instructions to 
patients also state, that gonorrhea may 
attack the heart. While this is true, it 
is extremely rare. I personally have not 
seen a case in five years. In view of the 
rarity of this involvement it seems un- 
necessary to alarm the sufferer on the 
first visit by mention of such a compli- 
cation. 

Many authors insist that impotency 
may result from an attack of gonorrhea. 
This is debatable when one observes 
hundreds of cases where there have been 
repeated infections with no apparent 
impairment of sexual power. 

The most far-reaching complication of 
all is sterility, since this strikes at the 
very core of marital happiness. In most 
instances the man has had his attacks 
of gonorrhea years before his contem- 
plated marriage. After marriage he dis- 
covers that he is unable to beget children. 
Often in such instances the wife is made 
to feel that she is to blame for this ster- 


disease. 


youth, 
permanently 
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ility, and she is the one who goes to a 
physician for examination. Only in 
recent years has the husband been in- 
cluded in the problem of sterility. When 
a man has had gonorrhea with epididy- 
mitis complicating its course, and espe- 
cially if it has been bilateral in involve- 
ment, there is a likelihood that the ducts 
leading from the testicles may have 
occluded. The mere 
of ejaculatory fluid is no indication of 


become presence 
the presence of spermatozoa, nor is the 
fact that the husband suffers no impair- 
ment of his sexual powers an indication 
that he is productive or fertile. 

Unfortunately today the majority of 
physicians believe that one examination 
of the semen, which shows motile sperm 
under the microscope, is indicative of his 
ability to fertilize. This is far from the 
truth. We know now that the mere pres- 
ence of sperm in the wet specimen must 
be supplemented by the adequate stain- 
ing of the sperm structures as well as by 
counting the actual number of the sperm 
that are ejaculated at one time. In 
order for a man to be able to fertilize, 
he must have 80,000,000 to 100,000,000 
sperm per cubic centimeter of fluid, and 
the morphology of the sperm must con- 
form to normal limits. This has been a 
revelation to the male member of a fam- 
ily, and no longer can the wife alone be 
blamed where sterility is present. The 
male may, through one attack of gon- 
orrhea, seal away forever his germ plasm, 
ending his family line. 

There is, however, a ray of hope in all 
this gloom. We are becoming more 
intelligent. Who, outside of those im- 
mediately concerned, would have been 
willing a generation age to face these 
disagreeable facts? It is this general 
willingness to face the problem that will 
bring success in the long drawn out war 
on gonorrhea. 


Presented at a meeting of nurses and social 
workers, New York Tuberculosis and Health 
Association, Gouverneur Hospital, New York, 
N. Y., February 7, 1938. 











Public Health Nursing Among the Indians 


By ROSALIE I. PETERSON, RUN. 


Public health nursing in the Indian Service is similar to 
any rural service with a generalized program. It offers 
challenging opportunities to the qualified public health nurse 


—_ 


"BLIC HEALTH NURSING in 
the Indian Service is a challenging 
and stimulating opportunity — to 

render service to an interesting race. 

There are approximately 350,000 In- 
dians belonging to 230 tribes who are 
scattered throughout 26 states and live 
on 200 reservations. With the exception 
of New York, Florida, North Carolina, 
Mississippi, Michigan, and Wiscohsin 
all of these states lie west of the Missis- 
sippi River. 

Most of the Indians live on reserva- 
tions which vary in size and in distance 
from the railroads. Each reservation has 
a community center which is the agency, 
or the reservation headquarters. Here 
are found the general administrative 
offices, hospitals, and boarding schools 
as well as the headquarters of the exten- 
sion, land, CCC-ID, forestry and graz- 
ing, irrigation, and roads divisions. The 
government has a garage to care for all 
f the government cars. There are 
stores, churches, and homes to house 
the fairly large personnel at the agency. 

A certain proportion of public health 
nurses live at the agency and the others 
are stationed at subagencies or in small 
communities which lie from thirty to a 
hundred miles (sometimes farther) from 
the base or hospital. At a subagency, 
there is usually a school with from one 
to four teachers and often a farm agent 
and other personnel. The public health 
nurse away from the agency lives usually 
in a house which consists of a living 
room, bedroom, kitchen, and bath, and 
one room furnished as a dispensary and 


office. These cottages are equipped with 
modern plumbing and with electric 
lights, electric stoves, and electric re- 
frigerators where electricity is available. 
Where it is not available, ice boxes and 
gas stoves with independent units of 
artificial gas are installed. The homes 
are comfortably furnished. 


TEACHING BY DEMONSTRATION 


Public health nursing in the Indian 
Service is comparable to a rural public 
health nursing service which has a gen- 
eralized program, although the emphasis 
may be somewhat different. In home 
visits, teaching is done through demon- 
stration. Patients are impressed by 
good technique. They understand and 
learn more readily through seeing and 
hearing than through verbal instruc- 
tions only. 

In school nursing, emphasis is placed 
on correlating the health teaching with 
the classroom work and helping the 
teacher find material. <A 
physician gives annual examinations and 
the nurse assists. In 


reference 


trachomatous 
areas, the nurse gives oil treatments, 
usually twice a week, and an attendant 
is taught to instill drops in the eves on 
other days. Generalized clinics are con- 
ducted by a physician, and the nurse 
assists and makes the necessary follow- 
up visits. Classes are taught in schools 
and in community centers to students in 
junior and senior high schools and to 
adults. 

It should be remembered that in the 
Indian Service the same underlying 
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Courtesy U. S. Indian Service 


Apache Indian babes strapped to their cradle boards 


principles in public health nursing apply 
as in any other service. It is essential 
that the nursing program be based upon 
the needs of the community that is being 
served. It is difficult in the Indian 
Service—as in all large isolated rural 
adhere to an educational 
program where transportation is a diffi- 
cult problem, where distances are great, 
where cars and railroads are 
where other duties are thrust upon the 
nurse, and where the economic level is 
low. However, many of these obstacles 
can be met through the resourcefulness 
of the nurse and through friendly but 
persistent teaching. 

In the Indian Service as in all public 
health nursing, it is important to give 
good professional service, to use good 
technique, to give correct information, 
and to use simple, understandable ter- 
minology. The Indian is quick to detect 
a break in technique and to observe a 
nurse’s inability to meet a situation. He 


services—to 


scarce, 


has a keen sense of humor but will 
tolerate no ridicule at his own expense. 

In describing the Indian Nursing 
Service, one almost has to designate the 
section of the United States he is describ- 
ing. In Minnesota, for example, the 
Chippewas are intermarried with the 
French-Canadians. They live in a way 
similar to that of the white man, on the 
same economic level. They dress the 
same way, eat the same kind of food, 
and live in the same kind of houses as 
white people. There are very few full 
bloods in this area. In the Dakotas, the 
Sioux are also intermarried and live in 
the same way as ther white neighbors. 
There are more full bloods in this area 
and the older men and women wear their 
hair in long braids and often 
blankets, which is an Indian 
They usually live in small houses, 
although a few live in tents. In Okla- 
homa and Kansas is found a_ highly 
educated Indian. Most of the Indians in 


wear 
custom. 
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these states are intermarried and very 
few full found. The late 
Will Rogers and former United States 
Vice-President Curtis Indian 
blood and from Re- 
cently the vice-president of the Univer- 
sity of Oklahoma stated that eleven 
percent of the seven thousand students 


bloods are 


were of 


came this area. 





A papoose getting the air 


enrolled at the University of Oklahoma 
were of Indian extraction. 


LIVING CONDITIONS AND CUSTOMS 


In the Southwest and in Florida, most 
of the full-blood Indians are found. They 
are the most colorful although the most 
primitive Indians. On the Navajo 
Reservation there are approximately 
forty-five thousand full-blood Indians, 
most of whom cannot speak English. 
They live in small round mud _ igloos 
called hogans. There are no windows 
and the door always faces the east. As 
one stoops to go through the door, he is 
at first blinded upon coming from the 


THE 


INDIANS 277 


very bright sunshine of the desert into 
the dark, smoky room. In the center 
of the floor is an open fire. There is a 
large hole in the roof through w hich the 
smoke escapes. 
modate to the darkness and smoke, one 
usually discovers a group of Indians 
sitting with their legs crossed on the 
ground floor around the fire 
into the fire. Many are rubbing their 
trachomatous with the backs of 
their hands, and often they are playing 
with little children. Possibly leaning 
against the wall of the hogan is a bright- 
eyed baby strapped to a cradleboard, 
who watches one intently and is con- 
Occa 
sionally one sees a loom where a beau- 
tiful Navajo rug is being woven although 
these are usually found outside of the 
hogan, 


As one’s eyes accom- 


spitting 


eyes 


tented unless one comes too near. 


The Indians love pretty colors, which 
is evident in the Navajo dress. Women 
have very wide skirts made of 
flounces of different material 
sewed together with contrasting colored 
tape. Their blouses 


two 


colored 


are of velvet, usu- 


A Comanche cradle of cowhide 
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ally brown or taupe. The buttons are 
silver coins, usually dimes, although 
quarters are sometimes used. Both the 
men and the women have long hair 
which is twisted into a peculiar pug at 
the back and is tied with bright colored 
cloth or yarn. They wear brown moc- 
casins which snap in the back with silver 
studs. The men wear bright colored 
shirts either of velvet or silk in red, 
orange, yellow, or purple colors. They 
also wear “ten-gallon hats.”’ Both men 
and women wear a great deal of jewelry. 
The Navajo makes his living through 
sheep-raising and silversmithing. It is 
not uncommon for a trader to hold a 
single bracelet valued at twenty dollars, 
for which credit has been given in ad- 
vance. The Indian will later redeem his 
jewelry. 

The Navajo Indians are a nomadic 
race who live on the desert. They move 
with their flocks and are therefore rarely 
found in the same hogan in consecutive 
months during the spring, summer, or 
fall. Usually two or three hogans are 
built near together but the groups are 
found many miles apart. The scarcity 
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of water is another major problem. It is 
not uncommon for an Indian to travel as 
far as twenty miles or more on an old 
burro to get a pail of water. Conse- 
quently he cannot afford to use the 
water to wash his hands and his clothes. 
Neither could you or I! It must be 
used for cooking and drinking. 

The Navajo Indian does not speak 
English and one must converse with him 
through an interpreter. One hopes that 
the interpreter understands so that he 
can give correct information to the 
patient. 


TEACHING SIMPLE HEALTH TRUTHS 


Here are forty-five thousand people 
who need public health nursing, but how 
should we proceed? We are not sure 
that we know the answer but we are 
making a start. There are forty-eight 
day schools in the Navajo area, and all 
day schools are equipped with shower 
rooms, washrooms, and sewing rooms. 
The Indian desires to be clean, and he 
never passes a day school without stop- 
ping to take a bath and to wash his 
clothes. It is just as common to see a 
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An Indian mother washing her clothes at the day school 
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man washing clothes as a woman. ‘The 
male Indian likes to run a_ sewing 
machine and it is not uncommon to see 
a squaw sitting on the floor holding the 
baby while the husband makes her dress. 
Each school has an interpreter. It would 
seem, therefore, that the logical place 
to begin is at the school. It is hoped 
that through demonstrations the adult 
Indian will learn simple health truths; 
that the primitive Indian can be taught 
to come to the white man’s doctor 
rather than to the medicine man when 
he is ill, and to accept hospitalization 
instead of attending ceremonial dances 
for the purpose of curing illness. At the 
same time, similar health teaching will 
be given to the children in school. It is 
hoped that eventually the Indian will 
come to the doctor and to the field nurse 
for help and advice since the doctor and 
nurse can rarely give help to him in 
the hogan. 

The major health problems in the 
Indian Service are tuberculosis, and 
trachoma, and the high infant mortality 
rate. The tuberculosis mortality rate in 
the United States as a whole is approxi- 
mately 45 deaths per 100,000 popula- 
tion; it is estimated that the death rate 
among the Indians is three to four times 
that great—even greater in certain sec- 
tions. There are 81 general hospitals 
in the Indian Service where approxi- 
mately 1700 tuberculous patients are 
treated, and 14 tuberculosis sanatoria 
which have a total of 1421 beds. 

Trachoma is a major problem in some 
areas, and many older Indians have 
become blind from this disease. It is 
gratifying to note that on many reserva- 
tions trachoma has now decreased and 
on some reservations where it was prev- 
alent years ago there is practically none 
today. Where trachoma is still found, 
clinics are conducted daily, usually in 
schools where both children and adults 
may receive treatment. 

The third major problem is the high 
infant mortality rate. The death rate 
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This mother carrying her babe walked 


five miles to the baby conference 

under one year was 57.1 per 1000 live 
births in 1936 in the United States. It 
is about 97 per 1000 live births among 
the Indians. This high death rate is 
attributed to dietary disorders and to 
communicable diseases such as measles, 
enteric infections, and tuberculosis. 


NURSING STAFF 


One hundred and nineteen public 
health nurses are stationed on fifty 
reservations in the states, and twenty- 
nine are stationed in Alaska. There are 
five district supervisory nurses, a super- 
visor of a training center where close 
supervision is given to junior public 
health nurses, a supervisory trachoma 
nurse, two consultants (one in public 
health nursing and one in hospital nurs- 
ing), and a director of hursing. All 
nurses are appointed from the federal 
civil service list of eligibles. The pro- 
fessional qualifications are high and the 
physical examination rigorous, but the 
remuneration is good, both financially 
and professionally. 

The civil service examination states 
that a public health nurse must not 
have reached her fortieth birthday, that 
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she must have completed her basic nurs- 
ing education within fifteen years, and 
that her hospital must have had a daily 
average of fifty bed patients or more. 
She must have successfully completed a 
year’s postgraduate work in public health 
nursing at a college or university giving a 
program of study approved by the Na- 
tional Organization for Public Health 
Nursing, and must have had at least one 
year of successful generalized public 
health nursing experience under super- 
vision. Such nurses enter the service at 
a salary of $2000 a year. Nurses who 
meet all the above requirements except- 
ing the last one—one year of generalized 
experience under supervision—may enter 
the service as a junior public health 
nurse at $1800 a year, and after working 
in the Indian Service under close super- 


vision for one year they will be eligible 
for promotion to a position of public 
health nurse at a salary of $2000 a year. 

One should remember that a public 
health nurse in the Indian Service may 
be situated at a long distance from the 
hospital. She must therefore have an 
abundance of common sense, must be 
resourceful, and must have a spirit of 
adventure. In return she has the oppor- 
tunity to develop a sound public health 
nursing program under the supervision 
of the senior physician at the hospital 
and through the guidance of the super- 
visory nurse. This program will give 
her not only a feeling of satisfaction and 
a challenge in her work but will also 
stimulate growth in judgment. It should 
be a stepping stone to future profes- 
sional advancement. 


THE AMERICAN JOURNAL OF NURSING FOR MAY 


The National Health Program and the Nurse 
Eye Surgery............... 
Eye Surgery—The Patient and the Nurse 
The Psychiatric Patient and the Law 
Toxemias of Pregnancy 
Nurses Who Study and Hold Jobs 
How to Make Your Own Slides 


Warren F. Draper, M.D. 
John M. McLean, M.D. 
Catherine B. Cover, R.N. 

Leland E. Hinsie, M.D. 


ee Fred L. Adair, M.D. and Charlotte L. Clancy, M.D. 


Esther G. Skelley, R.N. 
...Winifred R. Sink, R.N.. 


Digest of Minutes, American Nurses Association Board of Directors’ meetings. 


The Government Hires a Nurse 
The “Old Internationals” 


A Pioneer “Training School Committee” 


Creating More Communicable Disease Nursing Experience 


..Elinor D. Gregg, R.N. 
Elsa Aberg 

Ann Doyle, R.N. 

Grace M. Longhurst, R.N 


A picture booklet on basic facts about tuberculosis has just been issued by the National 
Tuberculosis Association, 50 West 50 Street, New York, N. Y., and is available through state 
and local tuberculosis associations. The booklet, which is nine by six inches in size, contains 
material from the Isotype charts, redesigned for the printed page. Among the phases of tuber- 
culosis presented are methods of transmission of the disease, symptoms, diagnosis, treatment, 
case-finding, and incidence. 
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Health in the Consolidated School 


By ADELINE THOMAS, R.N. 


The consolidated school in the rural community offers 
many advantages to the child, but it also presents 
new health problems which must be studied and solved 


ORNING COMES. Lunch boxes 
M rattle. Children congregate at 

byroads. The familiar bus ap- 
pears, and millions of American children 
are off to school. The little one-room 
school is fast becoming a thing of the 
past. In Pennsylvania alone, 1500 one- 
room schools are being discarded this 
term, and the pupils redistributed in 
large rural consolidated schools. 

The new order brings to rural com- 
munities new problems in child health. 
The school bus itself becomes a medium 
for the spread of communicable disease. 
It constitutes a health hazard because 
of long waits for the bus in cold and 
stormy weather. And it is a safety 
problem because of possible accident on 
highways and in the crowded school 
yards. 

And that tiny lunch box or paper bag. 
Has it sufficient food? The right kind 
of food? Is it kept clean? Will it be 
supplemented from the lunchroom? How 
can the child be taught to respect the 
lunch box—not to nibble between meals 
or to eat the entire contents en route to 
school? If there is no lunch box, who 
is to provide lunch and who will pay 
the bill? 

A school health program includes both 
health protection and health instruction. 
It contributes to community health only 
as it motivates pupils, teachers, and 
parents, and provides an opportunity 
for everyone to participate. Health 
service in this rather virgin field is in an 
experimental state of development, and 
how it functions depends largely on the 


policy of the school administrator, who 
is responsible for all school activities. 

From the point of view of the school 
nurse the plan of work depends on many 
factors: whether the service is under the 
control of the department of education 
or the department of health; whether 
the service is a specialized school health 
service or part of a generalized nursing 
program; whether it is financed from 
public funds or through a_ private 
agency, such as a health foundation, a 
tuberculosis association, or an American 
Red Cross chapter. 

Whatever the actual setup, the nurse 
should be qualified to meet at least the 
minimum standards set by the National 
Organization for Public Health Nurs- 
ing,* and the special ones required by 
individual states. She should have had 
adequate public health nursing experi- 
ence. She needs a knowledge of rural 
psychology, and sufficient educational 
background to be accepted as part of 
the schools’ educational program. 


NURSE’S WORK EDUCATIONAL 


The work of the school nurse is pri- 
marily educational. This does not mean 
formal classroom instruction, which is 
usually better handled by the classroom 
teacher. The nurse should have the 
ability to make each health situation a 
positive force in the life of the child. 
She should be able to make the parents 





*National Organization for Public Health 
Nursing. “Minimum Qualifications for Nurses 
Appointed to School Nursing Positions.” Pus- 
tic HeattH Nursinc, February 1938, p. 108. 


281 








: 
¥ 


282 PUBLIC HEAI 


realize that the child’s health—nutrition, 
correction of defects, immunization, and 
early recognition and proper care of 
communicable disease—is their respon- 
sibility both for his own good and for 
the common welfare. She should be 
able to build satisfactory working rela- 
tions between the family, the school, 
the physicians, the health department, 
and the social agencies of the com- 
munity. 


CAREFUL PLANNING NECESSARY 


The matter of conserving time and 
physical strength is very important for 
the nurse working alone in a rural area. 
This can be done by a carefully planned 
program, concentrating on activities that 
require the nurse’s professional skill. 
Many functions now performed by 
nurses would have greater educational 
value if carried out by teachers, parents, 
or children. A first-aid kit in every 
schoolroom teaches children to care for 
minor injuries. Weighing and measur- 
ing of pupils can be done by the teacher 
and made a part of the regular health 
instruction. The teacher refers to the 
nurse only children needing special 
attention. 

The nurse should have definite office 
hours for consultation. If the service 
includes home visits, much time can be 
saved by a carefully arranged plan with 
consideration of the geographical loca- 
tion of families and the content of the 
individual visit. It is often difficult to 
secure personal contact between parents 
and teachers because of distances. Home 
visits offer many opportunities to inter- 
pret school policies to the family and to 
help the teacher visualize the child in 
his home environment. In the home 
visit the nurse can also make a contribu- 
tion to the health of the preschool child, 
advising the family regarding the im- 
portance of continuous medical super- 
vision and the correction of physical 
handicaps before the child enters school. 

Since many consolidated schools are 
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vocational schools, a great deal can be 
accomplished in health education by 
correlation of activity with that of other 
departments. The home economics de- 
partment can make a splendid contribu- 
tion to the living habits of rural people— 
particularly in regard to diet. Every 
phase of home-making is taught. Meals 
are planned as to calories, health value, 
preparation, serving, modification to suit 
special needs of age-groups in home, and 
costs. 

Sewing is taught and clothing is 
studied, not only from the standpoint of 
style and materials, but also from the 
standpoint of health. Special attention 
is paid to the proper clothing for chil- 
dren. Simple home nursing is included 
in the course. In the vocational depart- 
ment, boys are taught accident preven- 
tion in relation to special farm problems. 
They - also study farm sanitation. 
Projects chosen by pupils are carried on 
in their own homes under the super- 
vision of the teacher or the county home- 
economics supervisor. 

The physical education department 
sometimes makes a special study of 
postural defects and their correction, 
especially with children in the lower 
grades. The farm shop can cooperate 
to help the child of low mentality; it 
can make school of value to him and 
keep him from becoming a _ problem 
child. Vocational departments can 
make pupils safety-minded without the 
children being aware of developing 
safety habits. The janitor has a most 
important contribution to make to 
school sanitation. 

Bus drivers can learn to recognize 
symptoms of communicable disease in 
children and advise them to remain at 
home until seen by the nurse or physi- 
cian. A bus driver can be notified that 
a family has a communicable disease, 
and instructed not to transfer the chil- 
dren until they have a card of release 
signed by the health officer. 

The school cafeteria can be used to 
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teach children how to select proper 
foods. Through it they also learn to 
eat new foods. Each year a decided 
improvement is seen in the school 
lunches. Fruit is taking the place of 
pie and cold pancakes. Children are 
learning that milk is something to drink 
as well as to sell. By having the younger 
children use the cafeteria as their lunch- 
room, accompanied by their home-room 
teacher, it is possible to discover children 
who do not have adequate lunches. 


SOCIAL PROBLEMS 


What is to be done for the child with 
no lunch or insufficient food? A hungry 
child in school probably means hungry 
children at home. Relief measures, 
though sorely needed for health protec- 
tion, are best administered by agencies 
other than the school, and such cases 
should be handled by a trained social 
worker. The nurse may help by inter- 
preting home conditions to the social 
worker. Sometimes the nurse is able 
to make arrangements for the child to 
do some work at school for his lunch. 

Most rural areas show a wide diversity 
in the social and economic status of 
groups represented, and they usually 
lack a definite social setup for handling 
some types of relief. If families are not 
receiving relief but need medicine, 
glasses, dental care, orthopedic correc- 
tions, tonsil operations, shoes, clothing, 
or additional food supply, how are they 
to be secured? 

A careful survey and tactful approach 
may link certain types of work with local 
agencies—even those which are quite 
some distance away. Lions’ Clubs pro- 
vide glasses and give service to prevent 
blindness. Many Rotary Clubs finance 
care of orthopedic cases. Needlework 
guilds supply clothing. And in almost 
every community where there is no other 
social agency, the Red Cross stands 
ready to serve. Many service groups 
can be organized within the community 
and school—such as parent-teacher asso- 
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ciations, mothers’ clubs, Hi-Y Clubs, 
Future Farmers, Girl Reserves, Junior 
Red Cross, Girl and Boy Scouts, and 
faculty clubs—each assuming responsi- 
bility for certain needs. 


THE OVERFATIGUED CHILD 


The exceptionally long school day 
brings the problem of overfatigue. The 
child arriving on the school bus leaves 
home very early, sometimes with several 
hours of farm chores done. He may 
walk a mile or more to the bus. There 
he may stand around in the rain—or if 
more fortunate in an open shed—waiting 
for a sometimes delayed school bus. 
Usually the more severe the weather, 
the greater is the chance of delay. He 
often carries a cold lunch. He is very 
late getting home from school, and then 
has more farm chores to do. The prob- 
lem of overfatigue is found especially 
in the very young child, in those con- 
valescing from illness, and occasionally 
in an adolescent boy or girl. 

A rest room with well arranged rest 
periods for children with special health 
problems seems to be a real need in 
consolidated schools. Not only children 
showing fatigue, but those with abnormal 
heart conditions, those losing weight, 
those with slight tendencies to chorea, 
those wearing heavy orthopedic appli- 
ances, and those convalescing from an 
acute illness may be assigned rest periods 
for a definite period of time. In some 
schools the management of the rest room 
is in charge of the school nurse, with 
arrangements for janitorial service to 
keep it in good order. The nurse, after 
consulting with the teacher, arranges 
the period. The teacher sees that the 
child is sent at the time specified. The 
teacher may send a child for an emer- 
gency rest period on her own responsi- 
bility if the nurse is absent. No child 
with a temperature should be sent to 
the rest room. A cot in the nurse’s office 
may be used to take care of sick children 
until they can be sent home. 
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There is the problem of a child taken 
ill or injured at school. How shall the 
parents be reached? How shall the 
child be sent home? If the condition 
seems serious, shall a physician be 
secured? Under ordinary conditions the 
school should not attempt to secure a 
diagnosis or treatment. Exception must 
be made, however, in a real emergency. 
Information on each child regarding the 
location of the home, telephone number, 
how the parents can be reached, what 
to do in an emergency, and the name of 
the family physician should be secured 
by the teacher at the beginning of the 
year and kept on file at the school office. 
If the parent cannot be reached, the 
family physician may be called. But 
the best permanent policy is to try to 
get in touch with the parents and let 
them make the decision. This may be 


done by the telephone or through neigh- 
bors. 


THE CHILD TAKEN ILL AT SCHOOL 


If the child is taken ill in school, espe- 
cially if a communicable disease is sus- 
pected, every effort should be made to 
transport him home by other means than 
the crowded school bus. Arrangements 
may be made to have the bus drivers 
take sick or injured children home. 
Drivers transporting children should be 
instructed to make sure there is someone 
at home to care for the child or to return 
the child to school until the parent or 
guardian has been located. When spe- 
cial instruction or advice is needed, the 
nurse sometimes accompanies a child. 
Occasionally the transportation of a sick 
or injured child gives the nurse an oppor- 
tunity for a home visit and a chance to 
emphasize the need for corrections of 
physical defects, immunization, or ad- 
justments in the child’s habits or home 
environment. 

In connection with the transportation 
of children the question of liability of 
the school for accident arises. In Penn- 
sylvania all school property including 


buses are part of the commonwealth, and 
even though negligence can be proven, 
the school board cannot be sued. Every 
effort is made to protect the child, and to 
make the parents feel that all possible 
precautions are taken. However, the 
school boards try to protect the nurse 
and bus drivers from any personal 
liability in case of accident by an insur- 
ance policy made out in the name of the 
individual bus drivers and the nurse, 
rather than in the name of the school 
board. 

The question often arises as to 
whether the nurse should assume more 
responsibility for minor first-aid dress- 
ings and treatments. Many children 
live ten or more miles from the nearest 
doctor. Lack of transportation and time 
to reach the physician are real problems, 
and minor wounds may become serious 
for lack of simple care. 


STANDING ORDERS IMPORTANT 


The best solution lies in securing 
written orders as to what the nurse can 
and cannot do, either from the county 
medical society or the school physician, 
and seeing that they are rigidly observed. 
Such orders should cover first-aid treat- 
ment of injuries and illness and re- 
dressings; treatments of skin diseases 
such as impetigo or scabies if they are 
to be the nurse’s responsibility either to 
give or to teach parents; and the taking 
of cultures, 

No medicine should ever be prescribed 
and no cases diagnosed. If a dressing 
or treatment is to be done for a child 
who is under care of a physician, clinic, 
or dentist, verbal or written orders 
should come directly from the physician 
or dentist, not from the family. All 
questionable conditions should be re- 
ferred to the family physician. After 
all, the responsibility for the child’s 
health is the parents’ responsibility 
which the school cannot and should not 
assume. If the parent lacks transporta- 
tion and other resources, the school may 
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be able to help solve the problem of the 
individual child. 

Transportation is the outstanding 
problem in a rural school. Parents 
interested in the school are unable to 
attend school functions. Families live 
on poor dirt roads miles away from 
doctors, clinics, dentists, druggists, and 
hospitals. It is difficult and expensive to 
secure the service of a busy doctor who 
lacks time to make long trips, and diffi- 
cult for the family to secure necessary 
medical care. The problem can _ be 
partly solved by building up a coopera- 
tive volunteer transportation service be- 
tween neighbors and friends, the school 
itself assuming some responsibility for 
organizing such a service. If school 
buses are used to transport parents to 
meetings, investigation should be made 
of the state laws regarding liability of 
the school for accident. 


EDUCATION IN PREVENTION 


Most important is the participation of 
parents and children in preventing illness 
and accidents, in recognizing deviations 
from normal health when they appear, 
and in assuming responsibility for care. 

Teaching families prevention through 
the use of immunizing treatments is diffi- 
cult in a rural section. How this should 
be done depends on the attitude of the 
local medical society, on whether chil- 
dren can be immunized through regular 
clinics, preschool conferences, or special 
clinics. If the family physician is to 
assume the responsibility, arrangements 
can sometimes be made so that groups 
of his patients can be sent to his office 
on a certain day. 

In one school a survey was made of 
all children between six months and ten 
years of age who had not been im- 
munized against diphtheria. The names 
were listed and sent to the family physi- 
cians with an offer from the school 
health service to help in any way it 
could. Some groups were taken to the 
physician’s office, and some were im- 
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munized at the school. But probably 
the best results were secured by two 
physicians who assumed responsibility 
for their own cases. When they had a 
call to make in the neighborhood where 
any of these children lived, they visited 
the home and explained to the parent 
the desirability of immunization. 


HEALTH COMMITTEES 


Health committees of parents and 
teachers seem to be the best way to 
meet the needs in a rural area which 
lacks the usual agencies found in towns 
and cities. The school is the center of 
community life, and organized groups 
can make a splendid contribution. In 
one school a mothers’ club organized 
eight years ago, having at times an 
attendance of only four or five mothers, 
has grown into a progressive, active 
study group with excellent programs. 
They raised the money necessary to pur- 
chase stools and tables for the lunch- 
room, making it possible for all younger 
children to eat there. They supply milk 
for undernourished children, paper 
handkerchiefs and napkins, emergency 
lunches, and toys for underprivileged 
children at Christmas time. They have 
published a community cook book, and 
their present project is fitting up a loan 
closet for the use of the sick. 

A group organized among the children 
sold magazines and raised the money to 
purchase a motion picture projector with 
sound attachment. Many health pic- 
tures have been shown, and visual edu- 
cation is included in the program of the 
physical education department. One 
physical education teacher has fifty en- 
rolled in a junior first-aid course, and 
next year a progressive first-aid program 
is planned starting in the first grade and 
carrying through to the sixth, so that 
every boy will have a_ rudimentary 
knowledge of first aid and safety before 
he starts his work in the school shops. 

Several years ago a group of men— 
teachers, janitors, and bus drivers—gave 
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a minstrel show, raising enough money 
to care for the needed eye refractions 
for that year. 

As school health work develops, the 
family and the family physician begin 
to assume more and more responsibility 
for the health of the child, including 
immunization. It is very important to 
consider the attitude of the local physi- 
cians and to work with them even 
though one becomes impatient of 
delays. Building up confidence and 
cooperation between the family, the 
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moved into its en- 
Wy.)-S larged quarters on 
March 1, 1939. Its 


address remains the 
same—Willoughby Tower, 8 South 
Michigan Avenue, Chicago, Illinois. 

The registration fee has been discon- 
tinued as of March 1, 1939, 

Placement fees have been revised as 
of March 1, 1939, to meet costs of serv- 
ice. New fees are 40 percent of the 
first month’s cash salary for a position 
not providing maintenance and 50 per- 
cent of the first month’s cash salary for 
a position providing maintenance. A 
fee of 10 percent of the total salary is 
charged for a temporary position. A 
discount is allowed under certain condi- 
tions and the time allowed for payment 
is liberal. 

A newly revised application form is 
now being issued. The new form en- 
ables N.P.S. to compile a very complete 
and detailed record for candidates which 
will enable it to serve employers more 
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school, the family physician, and the 
health officer seems at first a slow 
process. But later things move faster, 
and a better and a stronger health pro- 
gram will result because it is built on a 
firm foundation. 

As the work develops, there must be 
a constant revision of objectives, policies, 
and methods. But only so far as the 
rural health service contributes to the 
general educational program of the 
school and the community can a success- 
ful program be developed. 


RSE PLACEMENT SERVICE 


effectively, and will constitute a basis 
for further selectivity among candidates. 

Consent has been secured from nurses 
and employers to publish the following 
public health nursing placements effected 
by N.P.S. in February. This list con- 
stitutes about 50 percent of the total 
public health nursing placements. 


Marguerite Prindiville, Nurse-Director, Public 
Health Nursing Organization of Eastchester, 
Tuckahoe, N. Y. 

Velma Maul, School Nurse (temporary), 
Frances Shimer Junior College, Chicago, Ill. 

Mrs. Alice Binford and Mrs. Nellie Hunter, 
Staff Nurses, Infant Welfare Society, Chi- 
cago, Ill. 

Frances Svoboda, Staff Nurse (temporary), 
Metropolitan Life Insurance Company, Oak 
Park, Ill. 

Martha Johnson, Evelyn Anklam and Blanche 
Banks, Staff Nurses (temporary), Metro- 
politan Life Insurance Company, Chicago, Ill. 

Mrs. Myrtle Post, Industrial Nurse, Greene- 
baum Tanning Company, Chicago, III. 


Assisted Placement 
Alice Anderson, Maternity Supervisor, Visiting 
Nurse Association, Brooklyn, N. Y. 
ANNA L. TitTTMAN, R.N. 
Executive Director 














Records — Once and For All 


By HELENA PLATKIN, R.N. 


A refreshing approach to a common problem is 
this story of how a staff nurse in a city health de- 
partment attacked the bogie of record-keeping 


Y FIRST and most fearful im- 

pression of my work in the health 

department was records. On my 
first day in school nursing I was intro- 
duced to nine different records! The 
assignments in a generalized program of 
field visiting multiplied this number into 
several dozens of records. For every 
service rendered, every instruction given, 
every observation made, there was a 
record. Everywhere I turned there 
were records, and I soon realized, not 
without apprehension, that they would 
always be there permeating all my work, 
reflecting my knowledge and service and 
skill. 

All through my public health nursing 
experience, I had been duly impressed 
with the value of records. From the 
mass of literature on the subject, from 
college courses, conferences, staff meet- 
ings, and lectures, I had learned that 
records were the foundation upon which 
to build public health nursing service. 
They were vital in statistics; they were 
dollars and cents; they were services 
rendered; they were community needs 
and problems; they were pioneers in 
new phases of health work; they were 
instruments in evaluating weaknesses, 
gaps, success, or failure; and they were 
an accounting and vindication to the 
great public. 

I was well aware of all this. But in 
my previous work with a small private 
agency, records formed a comparatively 
simple component of my work. I wrote 
them; I filed them; and I tabulated them 
for the monthly and annual reports. I 
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had free and easy access to them at all 
times. Now, in a large official agency, 
they presented a different picture. As 
soon as a record leaves my hands, it 
starts on a long journey to be checked 
by supervisors, filed by clerks, tabulated 
by machines, and compiled by statisti- 
cians. I was a little terrified to think 
how I started the ball rolling, and more 
than ever determined to discharge this 
phase of my work creditably. 


WHO? WHEN? WHERE? WHY? WHAT? 


I began to wonder if there might not 
be some formula, device, or procedure 
that could be used as a guide to good 
recording. And then I had it! A record 
is a document of factual evidence; so is 
a newspaper item. The newspaper item 
answers the who, when, where, why, and 
what of all good publicity, plus some 
local color. The nursing record should 
do the same, plus a personal reaction. 
The more I thought of it, the more these 
answers seemed to be the key to the 
formation of a good record. 

The answer to who generally implies 
that a visit is made to the patient. This 
is not always the case in health super- 
vision. In visiting an infant, or a pre- 
school or school child, the contact is 
made with some member of the family. 
In visiting an ambulant tuberculosis pa- 
tient, the contact may be made with the 
patient, a relative, the landlady, or a 
neighbor. In visiting an antepartum 
patient, the contact may be very effective 
if the husband is the one who is seen. 
The record should specify who was seen 
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because this may have an important 
bearing on the effectiveness of the visit. 

The answer to when is simple, for 
every record has a space reserved for 
the date. The date should be written 
in full including the year as well as the 
day and month, for many records in 
health supervision run over a period of 
years. Even the time of day—indicating 
whether a morning or afternoon visit was 
made—may be significant in showing 
when the mother is most free to talk with 
the nurse. 

The answer to where should indicate 
the full address including the floor and 
apartment number, or, in a rural com- 
munity, directions for finding the house. 
Complete directions will save the time 
and energy of the nurse who makes the 
next visit and will reduce the number 
of “not-found” visits. 

The identifying data of most records 
contain two or more spaces for change 
of address. However, in a rooming- 
house section of a city or in any tran- 
sient type of population a change of 
residence may be very frequent. In the 
record of an individual or family that 
moves often the spaces for address may 
be all filled in on the face of the record. 
To avoid confusion or doubts as to where 
the patient was seen on a particular visit, 
it may be well to enter this information 
in the body of the record at each change 
of address and wherever else it may be 
indicated. 

The answer to why will be found in 
the reason for the visit. As the nurse 
reaches the street and house number of 
her call, she will do well to stop and give 
a moment to the thought: Why am I 
here? The answer should be clear in 
her own mind before meeting the patient; 
in relation to: 


1. The general public health nursing ob- 
jectives 


2. The specific teaching objectives in this 
situation 


There are broad general objectives in 


/TH NURSING 


Vol. 31 


public health nursing for each phase of 
the program.* The nurse enters the 
home as a teacher to apply these general 
objectives in helping the family meet its 
particular needs. As a teacher she must 
ever be aware of one of the cardinal 
principles of education: that there are 
individual differences in learners. Our 
objectives, therefore, must be modified 
on each visit, according to how much 
learning the individual can absorb at 
one time; according to whether the visit 
is a first one or a revisit; and according 
to the circumstances which individualize 
each visit such as the felt needs of the 
family, their emotional reactions, and 
the resources at their command. 

As the nurse knocks at the door and 
establishes her contact, she encounters a 
change of scene. Her attention is now 
focused upon the question: What do I 
find? The answer to this what is going 
to be a part of the record. All her senses 
must be trained to evaluate the situa- 
tion; to gauge the personal reactions of 
the family; to absorb the “local color”’ 
which is a background for the factual 
elements of the visit. Upon her ob- 
servation and interpretation of the fac- 
tors which individualize each visit will 
be based the effectiveness of her teach- 
ing, and in turn the advancement toward 
the general public health nursing ob- 
jectives. 

Having followed through the steps in 
the formulation of a record, let us apply 
them to a home visit on a tuberculous 
patient. The case has been carried over 
a long period of time and is delinquent 
at the chest clinic. 


RECORDING A HOME VISIT 


Who: Saw wife. 
When: October 16, 1936. 


Where: 25 Elm Street, Fourth Floor Apart- 
ment 4E. 





*See “Functions in Public Health Nursing” 
by the National Organization for Public Health 
Nursing, Pustic HeattH Nursinc, November 
1936. Reprints free. 
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Why: To urge continuance of medical analyze the old records of four or five 

supervision. 2 *y: . . _ 
ak: Win: sist sola Raw aw te families along the lines outlined above. 


plaints and sees no need for further medical 
care. 


Reconstructing the answers, we find 
that the record will read something like 
this: 


Oct. 16, 1936. Saw wife at 25 Elm St., 4th 
floor, Apt. 4E. Urged return of pt. to clinic 
and gave appt. for Mon. 1 p.m. Wife states 
pt. feels well; sees no need for clinic care. 
Instructed in importance of medical care even 
in absence of symptoms. Wife responsive. 


Let us now visit a new antepartum pa- 
tient and build up her record: 


Who: Saw patient. 

When: November 5, 1936. 

Where: There is already an address in iden- 
tifying data. No need to repeat it in the body 
of the record. 

Why: To obtain history of patient and 
invite her to mothers’ club. (Case is regis- 
tered at hospital for confinement.) 

What: Patient busy all day with three pre- 
school children. Suffers with constipation. 
Seldom gets outdoors. Oldest child has late 
bedtime, no daily nap, undesirable eating 
habits. 


Reconstructing the answers, the record 
will read something like this: 


1936. Saw pt. Instructed in diet 


Nov. 5, 
for constipation. Suggested more water dur- 
ing day. Gave literature. Invited to mothers’ 


club and gave referral slip. Pt. attentive but 
doubtful whether she can find time to go. 
Discussed household management and child 
training to allow more time for outdoors. 


The ability to turn out a good record 
can easily be developed into a skill if 
the nurse practices it long enough. Hav- 
ing worked out the elements of a record, 
she falls into the habit of thinking along 
these lines. Clarity of thought leads to 
clarity of perception and as the nurse 
nears the end of her visit she will find 
herself with the answers called for in the 
record. 

A good way for a nurse to get into the 
habit of clear thinking on records is to 


The records should not be her own if she 
is to get a clear, objective picture out of 
them. A review of her own records may 
bring to the nurse’s mind a mental pic- 
ture of the situation, which fills in the 
gaps that may exist in the record. An 
objective study of records written by 
someone else will bring to light many 
omissions of information which the 
reader would like to have. 

A statement of who was seen on the 
visit will have a bearing—as previously 
pointed out—on the effectiveness of the 
teaching. A statement such as “urged 
clinic attendance” on the record of a 
patient without giving the reason for 
the delinquency is an incomplete state- 
ment. It makes a world of difference 
whether the patient was delinquent be- 
cause of indifference, lack of carfare, 
inability to get away from his job, ig- 
norance regarding the need for medical 
care, or his reception at the clinic. Per- 
haps the weakest part of the record and 
the one most important for planning the 
teaching content is the statement about 
the situation—the answer to: What do 
I find? In reviewing past records the 
nurse will get a better understanding of 
how to build up a record out of the 
material she gathers in a home visit. 


CONTINUITY OF SERVICE 


Not the least important use of records 
to the nurse carrying a heavy case load 
is the means they offer for picking up 
threads after a lapse of time. Moreover, 
in a large staff which is subject to fre- 
quent changes and transfers of per- 
sennel,a family may be served by more 
than one nurse and good records are an 
absolute essential to continuity of ser- 
vice. Another factor which contributes 
to the break in continuity is the moving 
of patients from one district into an- 
other. It is therefore of prime impor- 


tance that the nurse should turn out a 
record which can be picked up by her 
or by some other nurse at some later date 
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without an interruption in the service 
rendered to the patient. 

Records will be unfinished business as 
long as a health program remains active 
and forward-moving. Periodically they 
will be brought forth to be scrutinized, 


evaluated, and revised. The habit of 
good recording will serve the nurse in 
good stead under any circumstances, and 
this nurse, at least, hopes that she has 
found the key to solving the problem of 
records—once and for all. 


How Would You Answer This? 


In this issue and the next we are publishing a discussion of the sterilization of 
supplies for home delivery in reply to the question of May Bailey in the April 
number. For further information write the Maternity Center Association, 654 


Madison Avenue, New York, N. Y. 


The Maternity Center Association 
recommends that a bundle containing 
the following supplies be sterilized for 
every home delivery. The bundle is 
packed in the order listed to facilitate 
handling by an unsterile nurse. If the 
articles marked with the * are wrapped 
first in a paper napkin they are less 
likely to stick to the other linen and be 
accidentally dropped or contaminated. 


1 cover, double unbleached muslin 
1 enamel placenta basin 
3 perineal pads 

1 binder 

1 cord dressing 

2 ties 

5 cotton balls 

5 gauze sponges, 4 by 4 
2 half sheets 

2 leggings 

3 towels 

1 apron 


+ & 2 2 =. 


The size of this bundle is 12” x 8” x 4”. 
It is pinned securely and then tied with 
a strong string. The date when the 
bundle is sterilized is put on the outside; 
when it is resterilized the date is 
changed. If the bundle is transported 
it is securely wrapped in several thick- 
nesses of paper. Pending its use in the 
home it is kept in a clean dry place. A 
bundle of this size is sterilized in an 
autoclave under 20 pounds of pressure 
for one hour. 

A pressure cooker such as is used in 


home canning is a satisfactory substitute 
for an autoclave. 

When neither method is available 
many agencies are finding it satisfactory 
to have the supplies sterilized at home in 
the oven. The bundle is baked in an 
oven at 350° Fahrenheit for one hour. 
If a thermometer is not available, the 
bundle may be baked in a slow oven 
with a large potato. The bundle is re- 
moved when the potato is well done. 

Remember that if the sterile bundle 
has been sterilized too far in advance of 
the date needed, it must be resterilized. 
It is well to consider the bundle as not 
sterile after ten days; it should therefore 
be resterilized every ten days and should 
always be kept in a dry, protected place. 

Remember to warn the patient and 
her family not to peek into the bundle 
after it has been sterilized. It is strange 
but true that women who forget exactly 
what they have put in sometimes look 
into the bundle to see! So we advise 
(1) making a list of bundle contents 
(2) checking with the list carefully be- 
fore doing the bundle up (3) putting 
the list where it can be consulted easily 
by anyone who may want to know 
exactly what is in the bundle. 


Note: A discussion of the question of sterile 
equipment versus clean equipment for home 
delivery will be published in this column next 
month. 











In Hemoriam 


Twilight and evening bell, 
And after that the dark! 
And may there be no sadness of farewell, 


When I embark. 


Monument to nurses unveiled November 
8, 1938 in Arlington National Cemetery, 
Washington, D. C. This memorial, which 
marks the Army and Navy Nurse Corps 
Section, is the Rich 


work of Frances 


Again in May we are listing those 
public health nurses who have died dur- 
ing the last year, and as before we are 
requesting our readers to send us word 


when any of our number pass from 
among us. 

Anna Addrietta Buonvicino, April 27. New 
Milford, Connecticut. 

Ella Phillips Crandall,* October 24. Execu- 


tive Secretary, Payne Fund, New York, New 
York. 

Mrs. Mary Elizabeth Deatherage, February 
15. Hugo, Colorado. 

Celia Evinger, July. Public health nurse, 
City Health Department, Jacksonville, Illinois. 

Mary G. Ferguson, January. Ilion, New 
York. 

I. Malinde Havey,** September 7. National 
Director of Home Hygiene and Care of the 
Sick Service, American Red Cross. 

Helen Hayden, June. First public health 
nurse and one of the organizers of the visiting 
nurse association, Mansfield, Ohio. 


*See December 1938 issue, p. 726. 
**See October 1938 issue, p. 602. 
***QObituary will be published in June issue. 


Alfred Tennyson. 





Jane Elizabeth Hitchcock,*** 
Northampton, Massachusetts. 

Adelaide M. Hudson, June 28. Supervisor, 
Community Health Association, Boston, Mas- 
sachusetts. 

Katharine Livingston. 
Wagram, North Carolina. 

Josephine Nelson, November. Visiting Nurse 
Association, Bridgeport, Connecticut. 

Mrs. Mary English O’Donnell. 
Nurse Association, Detroit, Michigan. 

Kathryn Pfister, April 22, 1938. 
nurse, Metropolitan Life Insurance 
Service, Racine, Wisconsin. 

Dorothy Pierce, September 21. Cranston, 
Rhode Island. Victim of the hurricane. 

Mrs. Zula L. Powell, February 15, 1938. 
Secretary, Fort Worth-Tarrant County Tuber- 
culosis Society, Fort Worth, Texas. 

Wealthy Ann Robinson, July 20. Spokane, 
Washington. 

Christine M. Scully, May 11, 1938. 
Illinois. Life member of the N.O.P.H.N. 

Clara W. Sheldon, July 13. Grass Valley, 
California. 

Mrs. Mary Elizabeth Smith, December 20. 
Ogden, Utah. 

Alice Vail, November. 
Unit, Newark, Delaware. 


April 8. 


State school nurse, 


Visiting 


Visiting 
Nursing 


Hines, 


New Castle Health 
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Leading the Maternity Group 


By FRANCES H. 


BENJAMIN 


The maternity class is an effective means of family edu- 
cation when it is a satisfying experience for the group, 
adapted to the emerging needs and interests of the members 


XPECTANT PARENTS are turn- 
E ing to the community health ser- 
vice for advice and guidance today 
more than ever before. An increasing 
number not only seek and accept in- 
formation about the care of the mother 
and birth of the baby but seek a broader 
understanding of parenthood and prep- 
aration for it. This need is expressed by 
a desire on their part to talk to someone 
who has time to listen, to raise questions, 
and to meet together for free discussion. 
It is true that education for parent- 
hood is relatively new; that the signifi- 
cance of education and the need for it 
during the prenatal months are still less 
accepted by parents and the majority 
of community agencies than is the need 
for education after the child is born. 
Nevertheless, young parents are on the 
whole taking the lead and are tending to 
regard and accept pregnancy more ob- 
jectively as a condition to be proud of, 
in the realm of normality. 

The fact that young expectant parents 
are beginning to realize the importance 
of what can be gained through knowledge 
and understanding of the baby’s life be- 
fore birth, and can voice their needs re- 
flects the philosophy of the new genera- 
tion and the influence of recent world- 
wide interest in the family and the child. 
Fifteen or even ten years ago pregnant 
women—particularly those of foreign 
birth—seldom voluntarily sought the as- 
sistance of the community health service 
with the birth or coming of their first 
children. For the majority, identifica- 
tion with the group would have been 
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against their tradition. Today the young 
American wife and the second genera- 
tion wife of foreign background both 
voluntarily seek information and help 
for themselves and their friends. Many 
are eager for contacts with groups in 
which they are ready and able to take 
an active part. 

The questions which parents now 
raise are broader in scope. They indi- 
cate an awareness of the possibilities of 
prevention, and while the protection of 
the expectant mother is paramount, 
there is a new and different interest in 
the welfare of the child and the parents’ 
relationship to him. 

Public health nursing agencies have 
over a period of years experimented with 
the maternity class as an avenue of 
family education, and it is in this area 
that the public health nurse generally 
has her initial experience in group lead- 
ership. But it is only through the ex- 
perience of working with the family over 
a period of years, knowing and observing 
parents as they prepare for the child, 
care for him, and guide him during the 
preschool years that there is recognition 
of the need to focus attention on the 
parents’ goal and the parents themselves, 
discovering what they wani, how they 
feel, what their needs are, what their 
problems are, and how adult learning 
takes place. 

The fact that many pregnant women 
are not interested in the group experi- 
ence is now accepted. For many the 
family situation is too burdensome to 
leave the home in order to attend weekly 
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meetings. The economic or personal 
problem may be such that the group 
experience would offer additional inse- 
curity. 

To make the maternity group a satis- 
fying experience for parents who are 
interested in it and want it, many adap- 
tations have been made in organization. 
The factor of selection of members is 
one of the most important. Analyses 
have been made of many series of meet- 
ings (10 to 12 in the series) in which 
pregnant women were invited to enroll 
regardless of age similarity, gravida, 
native ability, month of gestation, and 
interest. These analyses have revealed 
that about thirty members out of an 
enrollment of 80 might attend any one 
meeting of the series, and that 12 of 
those enrolled might deliver before the 
meetings concluded. 

Constant change, with from five to 
twelve new personalities confronting the 
leader at each meeting, minimized the 
possibility of sharing experiences and 
establishing a group feeling, thus defeat- 
ing the fundamental objectives of the 
group. 


SELECTION OF GROUP 


Selection of women for group experi- 
ence on the basis of expressed interest, 
native ability, and stage of pregnancy 
(sufficiently early in pregnancy to per- 
mit attendance over a period of weeks) ; 
limiting the group attendance at each 
meeting to 18 or 20 so that there is op- 
portunity for consideration of individual 
differences—these are factors in group 
organization which provide that the 
members may become known to each 
other and that with the leader they may 
share in an experience which permits 
possibilities for satisfaction, change, and 
growth. 

When the emerging need of the indi- 
vidual members is used as a basis for 
group experiences rather than the im- 
parting of subject matter the leader 
faces a task which calls for insight, un- 
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derstanding, and resourcefulness. The 
experienced public health nurse who has 
an understanding of family life and is 
sensitive to people and their situations 
should be able to appreciate the multi- 
tude of complex influences contributing 
to the group give and take. 

She is particularly fortunate to have 
at her command information which, pro- 
viding knowledge of the family situation, 
is a safeguard in leading the group dis- 
cussion. With this information she is 
better prepared for what the situation 
may yield. Working in codperation with 
other staff members who share with her 
the responsibility for organizing the 
group, she studies the family record of 
each group-member, interpreting back- 
ground, personal and family adjustment, 
interests, and problems. To these records 
she may continually turn for assistance 
in understanding and meeting individual 
needs and in planning for the group 
meetings as a whole. 

Assisted by this knowledge, the leader 
begins to have some idea of the many 
variables with which she must deal. She 
is prepared to think through in advance 
in a broad way the avenues which the 
group meeting may open up, to antici- 
pate the development and possible out- 
comes of the first meeting and’ its rela- 
tion to succeeding meetings. 

But rather than expecting any set out- 
comes, she plans to be constantly aware 
of each woman’s attitude and response. 
She can, however, provide a setting which 
makes creative work with people pos- 
sible, with thought to the simplest thing 
which will have meaning for them as 
parents—a friendly, informal atmos- 
phere, an environment in which the 
mothers can express themselves freely. 

It is possible for the leader to know 
which stage of pregnancy each woman 
is passing through and so provide for 
some of the practical aspects of caring 
for herself and the baby, realizing that 
much interest is centered on these points. 
With confidence established through this 
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meeting of the more obvious needs as a 
start, the women will, with skillful 
guidance, reveal their deeper needs as 
the meetings continue. 

In no group is more individual help 
needed. The maternity group differs 
from other parent groups primarily in 
the interest and concern that the major- 
ity of members in the early months of 
pregnancy feel for themselves—concern 
about what is happening to them rather 
than any feeling for the child except 
that it shall be normal. The need for 
assurance—even though not always 
openly expressed—as much as for prac- 
tical information about the baby and its 
care, is very real. For many of the 
group members pregnancy is a new ex- 
perience, and because each woman may 
be at a different stage both in the 
physical development of the fetus and 
her own emotional acceptance, the leader 
plans for the meeting at different levels 
of personal needs. 

For some the baby is almost a reality 
and preparation for the baby’s birth and 
care is where interest centers. Others 
have or have not felt life. Some are 
seeking to learn, through reading, an 
explanation of what is happening to 
them and how the baby is developing 
in their bodies. All are confronted with 
the problem of birth which must be met. 


LEADER’S RELATIONSHIP TO GROUP 


The leader has to expect and accept 
a wide range of differences in the ac- 
ceptance of maternity and readiness for 
it. “That there is a great difference in 
individual response to the maternal state 
among women is noticeable to any in- 
terested person who has had an oppor- 
tunity to talk with and observe them... 
The most important perhaps is the inner 
readiness, the state of psychological 
preparation for this experience which 
exists in the expectant mother’s mind.’’* 

That pregnant women find it easy to 





*Brinkner, Ruth. ‘Making the Most of 
Maternity.” Parents’ Magazine, May 1937. 
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approach and talk with the nurse is 
easily understood. But because the 
nurse—whether in the interview or as 
leader of the group—is the recipient of 
this confidence and request for help, it 
is essential that the implications of the 
relationship are understood so that the 
assistance given does not impose or make 
dependent but releases and develops the 
expectant mother’s own powers. The 
leader must not only be sensitive but she 
should be informed about the different 
ways in which individuals relate them- 
selves to the group and in particular to 
her. The leader’s understanding of her 
relationship to the group is so important 
that there is need to learn how to use it 
for the greatest service to the group 
members and for her own growth. What 
her relationship to the group shall be lies 
more directly within her control than 
any one factor in the group situation. 

The inexperienced leader is often at a 
loss to know how to plan for the first 
group meeting. There can be a prepara- 
tion which will give her a sense of being 
free to use what the group meeting may 
yield. She is dealing with persons who 
have the common experience of living 
in the same community, of being partners 
in family life, and of expecting a baby. 
She already has some idea as to which 
group members are secure or apprehen- 
sive and around what situations those 
emotional states are apparent. She can 
know which ones have gained some 
degree of security through medical super- 
vision of physician or hospital. Some of 
the members will have made contact 
with the community libraries. Others 
will have knowledge of the community 
facilities for the baby’s clothing and 
supplies and may have this phase of 
preparation for the baby under way. 
All this the leader can have at hand to 
use as and when she will. 

It is essential that the leader should 
be sufficiently familiar with the physical 
and psychological aspects of pregnancy 
to meet the variety of situations that 
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may arise. She must be able to inter- 
pret accurately or give balance when 
necessary and if advisable to guide the 
mothers to scientific information. 
Through the daily experience of family 
work she realizes that needs cannot be 
determined all at once or in advance but 
that they emerge and change and appear 
in different relationships as the meetings 
take place. 

At the first meeting it is the leader’s 
major responsibility to create a friendly 
feeling by bringing the mothers together 
in social contact; to give them a feeling 
of being understood, by her own attitude 
of acceptance that their experiences have 
value. Realizing what the maternity 
experience means to different people, the 
leader is sensitive to the questions that 
may be in the mothers’ minds and pro- 
vides that there is opportunity for free 
expression. The questions listed by the 
mothers and placed where all can see 
and add to them from meeting to meet- 
ing serve as a basis for talking together. 


WHAT DO THE PARENTS ASK? 


Group members differ in their readi- 
ness to voice questions. Since the moth- 
er may or may not be at the stage at 
which she realizes she has questions as 
such or feels that she can voice them, 
they do not always emerge clear-cut. 
But provide the conditions under which 
five or six women can talk together and 
questions are bound to emerge. Or it 
may be stimulating material—charts, 
pictures, magazines, books—which calls 
them forth. A question raised by one 
mother suggests questions from others. 
Group members are continually asking 
questions of each other, particularly of 
those who have passed through the stage 
of pregnancy which the questioners are 
now experiencing or approaching. The 
art of listening and observing is of inval- 
uable assistance to the leader in this as 
in all other phases of group work. The 
leader then begins where the women are, 
and starts with what touches their inter- 
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est, rather than placing them at the dis- 
advantage of having to adapt themselves 
to a topic which she may have thought 
desirable for discussion, 

The leader scrutinizes the questions 
and suggestions, aware of the assistance 
the questioners may need that the group 
cannot give. To one familiar with 
maternity groups, the following parents’ 
questions and suggestions for meetings 
are fairly representative: 


Parents’ questions: 

1. How does the baby grow inside? 

2. How does the baby develop before he 
born? 

3. How is the baby fed in the mother’s body ? 
4. When does the newborn baby see? 

5. Is the mother or the father responsible 
for the sex of the baby? 

6. At what period during pregnancy is it 
necessary that the mother provide nourishment 
for the baby? 

7. What foods should a mother eat during 
pregnancy so that she can nurse her baby? 

8. What is calcium and what does it do for 
mother and baby? 

9. How can we help our 18-months-old little 
boy understand that he will soon have a baby 
sister or brother? 

10. People tell me my baby will be born in 
the position I use to make myself comfortable. 
Is that true? 

11. If I cross my legs will it make my baby 
a cripple? 

12. I'd like to know the whole thing about 
the baby being born. 


s 


Parents’ suggestions for discussion at meet- 
ings: 

1. Start with where we are now: 
eat; signs of labor. 
. How to dress the baby. 
. How to handle the baby. 
. How the baby reacts to the bath. 
5. How to care for ourselves at first. (This 
brings in food that affects our teeth and the 
baby’s teeth.) 

6. How to nurse the baby. 

7. How to feed the baby when old enough. 


what to 


ne w ty 


Questions or suggestions may or may 
not be discussed as such, but in either 
case the leader guides the group toward 
the broader concept of the child and the 
family. It is true that the expectant 


mother is generally more concerned with 
the physical aspects, 


She has to deal 
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with them. It is the leader’s part to 
extend her interest to include an under- 
standing of the psychological aspects. 
The women themselves become aware 
that the leader has respect for people’s 
attitudes and experiences and they are 
in a position to gain a feeling for rela- 
tionships that can be carried over into 
family life. The leader provides an 
atmosphere and setting so that her own 
influence is exerted indirectly. She can 
have a good deal in the back of her mind, 
drawing upon it as the mothers bring up 
needs or as she senses their readiness. 

With the assistance of the other group 
workers and the staff members the leader 
plans how interest can be stimulated and 
needs met. In a variety of ways and 
through a variety of situations the 
women are helped to realize that the 
child profits by parents who are one in 
their affection and interest in his wel- 
fare, his development and adjustment; 
that the mother and father each has a 
different but definite contribution to 
make. These attitudes are not only ex- 
pressed in words as such, but are 
strengthened through various means as 
the meetings continue. The mothers 
begin to gain some understanding of the 
child’s life im utero and its relation to 
the care needed after birth. They 
realize they must look ahead to meet 
the needs of a baby who grows, develops, 
and responds to his parents and other 
family members. 


EXPERIENCES THAT HAVE MEANING 


Through observation and discussion 
of the everyday experiences about which 
the mothers have asked for help—i. e., 
bathing, dressing, handling, and nursing 
the baby, as demonstrated and discussed 
by different mothers—they have oppor- 
tunity to observe mother-child relation- 
ships and the points of protection and 
care about which they are insecure. 
They can make their own deductions, 
each mother getting help in her own 
way. The situation is real and has 


PUBLIC HEALTH NURSING 





Vol. 31 


meaning because the mother does it and 
in a way that the leader could not do. 
The inexperienced mother looks on, feel- 
ing that she can follow the example be- 
cause she accepts another mother as 
herself. 

It is through the everyday care that 
the mother gives her child security, that 
he senses her affection and profits by her 
understanding. Since bathing, nursing, 
dressing, and putting him to bed are his 
experiences, they are worthy of con- 
sideration, worthy of time and thought. 
The leader helps the women to view 
these experiences which have meaning 
for the child and see themselves in the 
parent-child relationship. 

Through the maternity group the 
young expectant mother gains a feeling 
of fellowship. She meets others as in- 
experienced as herself, as well as those 
who have had children. Through the 
relationship gained by making friends 
and working with others she feels that 
she is not alone. She observes other 
mothers like herself caring for their chil- 
dren, hears them discuss what helped 
them to have confidence, and comes to 
have some confidence in herself to meet 
the new responsibility that lies before 
her. She learns the need to understand 
the child first and then the reasons for 
his care. She begins to think of the 
family as a whole rather than centering 
attention on herself or on the baby. She 
is more aware of her relationship to hus- 
band and child. She learns about 
agencies in the community where she 
may go for help and what her own con- 
tribution may mean for community bet- 
terment. 

Leadership is learned by working at 
it. Information grows and understand- 
ing comes at each step to meet needs 
which the leader comes to see for her- 
self. She is growing, changing, and ma- 
turing in her role as are the group mem- 
bers in theirs. At times, as one would 


expect, there will be confusion on both 
sides. As she works in the group situa- 
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tion she comes to see her part in better 
perspective. She realizes she can view 
the mothers’ problems with them but not 
take responsibility for them. She pro- 
vides that the mothers assist each other 
in any way in which their security and 
experience prepare them, she herself 
standing by giving guidance only when 
needed. Yet, aware that certain areas 
need more help than others, she puts the 
mothers in touch with sources which will 
assist them over the years. She provides 
through many situations that the mother 
can feel some confidence in her ability 
to guide and care for her baby in a 
practical way and that her role of wife, 
mother, and homemaker is given status. 

The maternity group, a medium of 





parent education in public health nurs- 
ing, can offer a service to the family—a 
basis for continued work with the family 
as the child grows older—that few other 
agencies are yet prepared to give in a 
similar way. The maternity group may 
be time-consuming, aS many agencies 
have thought of it. But its outcomes in 
growth for all participants—parents, 
staff workers, and students—justify it 
as an educational activity. If the public 
health nurse is to take advantage of the 
opportunity that is hers in leading the 
maternity group, it is through her pro- 
vision for parent participation and par- 
ent thinking that education effective for 
parenthood and family life can be de- 
veloped. 





A lesson in feeding the young child 
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The Support of Voluntary Agencies 


By DOROTHY DEMING, R.N, 


It is suggested that voluntary agencies examine potential 
sources of support and possible adaptations in service to 
meet the changing situations and needs in their communities 


N 1933 the National Organization for 

Public Health Nursing reviewed for 

its members and the readers of the 
magazine the sources of income avail- 
able to the average voluntary agency 
offering public health nursing service in 
a community.! This report showed the 
evolutionary process which has taken 
place from the time when agencies de- 
pended solely on contributions until the 
present, when a variety of sources of 
income exists. These sources of income 
are generally classified under the follow- 
ing five headings: contributions, pa- 
tients’ fees, income from contract serv- 
ices, tax funds, and interest from en- 
dowments. The object of this article is 
to consider anew the changes in support 
which have taken place during the last 
five years and to suggest, as did the 
previous article, new sources of support 
to be explored by the local voluntary 
agency. 

In 1932 support for the private agency 
came from the following sources:* 


Contributions 53 percent 
Earnings, including contract services 31 percent 
Tax funds 7 percent 
Interest from capital funds 9 percent 


In 1937 the figures from the yearly 
review of programs made by _ the 
N.O.P.H.N. statistical service showed:* 
Contributions 
Earnings, including contract 

services 


53.8 percent 


29.1 percent 
Tax funds, including relief 8.5 percent 
Interest from capital funds 7.9 percent 
Other .7 percent 


We see from these figures that the 
proportion of contributions has crept up 


298 


only a little with the return of better 
times; that interest on invested funds 
has decreased, which perhaps means that 
such funds have been used for current 
expenses; and that income from tax 
funds has increased. There has been a 
drop of 1.9 points in earnings. While 
this drop is not great, it is worth while 
examining to see whether it is signifi- 
cant. Has the reduction taken place in 
direct fees from patients, or in payments 
for visits made by the contracting com- 
panies? 

To get at this last fact, the two largest 
insurance companies which offer nursing 
service were asked whether the number 
of agency visits paid for by the company 
had decreased in the last five years and 
whether the cost per visit had been low- 
ered. The replies showed that the num- 
ber of visits per agency paid for by one 
company is less; but the cost per visit 
paid by both has increased, since 
the total number of visits made by 
agencies is also less and costs are higher.* 
It seems likely that some patients who 
used to pay the small fee for care or to 
carry an industrial insurance policy en- 
titling them to nursing service are either 
(1) on the free list (2) no longer using 
the service, or (3) no ijonger getting 
sick! It would appear that new paying 
patients have not taken their places. It 
would be worth while to study each situ- 
ation to see whether the community pic- 
ture is changing because of a lower mor- 


*The cost of visit is determined by dividing 
all nursing expenses for visits by all nursing 
visits. 
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bidity rate, fewer births, more family 
knowledge in regard to care during 
illness, or greater hospitalization. 

If it is found that a fairly stable com- 
munity need for public health nursing 
service is going to exist for some time to 
come, it is worth while to examine the 
potential sources of support of voluntary 
agencies, and in the case of a static or 
decreasing income from fees, to analyze 
each present source of income and con- 
sider new possibilities. The possible 
effect of all these changes in sources of 
income on the program of the agencies 
should also be considered. 


CONTRIBUTIONS 


Prospects of new money coming from 
large gifts and bequests are not rising.* 
Even the present diminished flow is 
derived from fortunes made under con- 
ditions which no longer exist. So long 
as the Federal Government is calling 
for heavy taxes from prospective donors 
and is building a health and welfare pro- 
gram intended to meet the major needs 
of the low income group, an increase in 
contributions to voluntary agencies from 
individuals cannot be counted on. These 
obstacles to private giving will eventu- 
ally affect endowment funds also, 
although at the moment a large gift to a 
trust or endowment fund of a nontaxable 
voluntary agency appears to be a popu- 
lar way of avoiding certain forms of 
government taxation. It is still true as 
Mary Gardner pointed out years ago, 
that the agency with a hundred con- 
tributors giving a dollar each is in a 
stronger position than the agency receiv- 
ing a one hundred dollar check from one 
contributor, 


TAX FUNDS 


The possibilities of expanding the 
income of voluntary agencies through 
securing tax support for services to the 
needy has been pointed out by the 
N.O.P.H.N. on numerous occasions in 
the last five years. An unpublished re- 
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view by the organization of the 1937 
situation among voluntary agencies indi- 
cated that about two thirds of them were 
receiving tax moneys in some form for 
service to those unable to pay, and that 
about one half of the agencies used these 
funds at least partly for bedside nursing. 
The sources of tax funds were: 


1. State taxes through the health department 
or social security commission 

2. County taxes through the board of super- 
visors, health department, pauper fund, or 
schools 

3. City taxes through the city administra- 
tion, board of education, health department, 
or welfare department 

4. Special relief taxes through the Federal 
Emergency Relief Administration or Works 
Progress Administration 


The types of services purchased with 
tax moneys were: 


. Bedside nursing care of the indigent 
. Clinic service 
. Communicable disease nursing including 
programs for the control of tuberculosis, 
syphilis, and gonorrhea 

4. Maternal and child health service 

5. Orthopedic nursing 

6. School nursing 


] 
>] 
3 


Payment was being made in several 
ways such as: 


. Lump sum annually 

. Payment on the basis of visits made 
Payment on the basis of time served 
Salary of one or more nurses 

. Rent and supplies 


nme wr = 


The N.O.P.H.N. suggests that the 
per-visit basis of payment is the most 
flexible, equitable, and measurable, cor- 
responding somewhat to the per-diem 
basis of charge made by the voluntary 
hospitals for the ‘care of free patients. 
The N.O.P.H.N. recommended last year 
to its voluntary member agencies that 
they inquire into the possibility of selling 
nursing service on a visit basis to official 
agencies.* The visit as a unit of charge 





*Circular letter to agency members of the 
National Organization for Public Health Nurs- 
ing, February 24, 1938. 
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was suggested because the average time 
and cost of a visit are known in all 
agencies and reflect immediately the 
need in the field, the number of visits 
usually being in direct ratio to the inci- 
dence of acute illness. If home visits are 
not the major part of the service being 
offered for sale, the charge may be on an 
hourly basis. Usually an hour represents 
a visit including office time, travel time, 
et cetera, which makes the charge for an 
hour’s service and that for a visit prac- 
tically the same. 

If the health department plans to use 
this service and thus avoid a duplication 
of staff (which would certainly be desir- 
able from the standpoint of the voluntary 
agency) and cannot arrange a per-visit 
payment basis, it might be possible to 
arrange for the nominal appointment of 
nurses on the voluntary staff with the 
payment of their salaries by the health 
department. 

In communities in which both the 
health departments and the voluntary 
nursing agencies make home visits, a 
clear understanding of the division of 
service should be drawn up. The volun- 
tary case load includes free visits to 
potentially paying patients, visits to 
families not on relief this week but pos- 
sibly applying for it next, and visits 
(including perhaps educational visits) to 
families able to pay all or part of the 
cost of service. The care of sick policy- 
holders of the insurance companies might 
remain the responsibility of the volun- 
tary agencies since this group usually 
represents about one third of an agency’s 
total income, and it is not within the 
usual scope of an official agency to ac- 
cept fees for its work. 

The number of official public health 
nurses has doubled in the last fifteen 
years. During this time the count of 
nonofficial agency nurses has increased 
about 25 percent. As the official services 
continue to expand, the responsibility 
for supporting much of the free service 
in homes will be removed from the com- 


munity chest. All of this seems to point 
to the desirability of a thorough study 
of the situation, leading to a careful 
plan for combining nursing service under 
joint official and voluntary auspices. 


PATIENTS’ FEES 


Probably the most promising source of 
additional income for the voluntary 
agency at this time lies in the various 
plans for developing a wider nursing 
service for people able to pay the cost 
of service or part of it. Expansion seems 
to open in two directions (1) adaptations 
in service to more nearly meet commu- 
nity needs (2) adaptations in regard to 
payment plans. 

Adaptations in service 

Services now rendered by public 
health nurses in voluntary agencies 
might be expanded to include at a 
charge to cover the cost (a) evening 
service (6) more varied kinds of service 
(c) less rigid definition of a visit so long 
as the patient is under the supervision 
of a licensed physician (d) assistance in 
home-delivery service if community con- 
ditions show many home deliveries (e) 
hourly appointment service (f) service 
to private physicians in offices or for 
follow-up visits on their patients. 

Services should be routinely and con- 
tinuously advertised—not only to physi- 
cians and hospitals but to every poten- 
tial patient. This might require experi- 
mentation with paid advertising. 

Adaptation in regard to payment plans 

Such adaptation might range from 
flexible charges for various types of ser- 
vice to yearly prepayment for nursing 
service, utilizing the insurance idea as 
does the “three cents a day” hospital 
plan. In the March issue of Pustic 
HEALTH NURSING a summary of a re- 
port from N.O.P.H.N. member agencies 
on prepayment plans for nursing service 
appeared.® This article showed that at 
least 4 voluntary agencies had plans 
under way for offering visiting nursing 
service on an insurance basis; 14 others 
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were making approaches to those ad- 
ministering prepayment plans for med- 
ical care; 38 were not yet active but 
expressed great interest in the possibili- 
ties; and nearly all of those replying 
asked for more information. With at 
least 18 voluntary associations having 
made definite overtures toward the in- 
clusion of home nursing service in pre- 
payment systems and with the increasing 
popularity of hospital insurance, it is 
evident that voluntary nursing agencies 
would do well to keep themselves in- 
formed of possibilities for adding home 
nursing service to the benefits of hospital 
insurance. It would be interesting and 
it might be worth while for a community 
to experiment with an associated nursing 
service, offering all types of graduate 
nursing service to families and_ indi- 
viduals under given conditions for a 
yearly fee. 

These services and payment plans are 
in line with one of the objectives of every 
public health nursing agency: to make 
skilled graduate nursing service on a 
part-time basis available to everyone 
in need of it. It is, however, evident 
that such programs are very similar to 
the services offered by many of the pro- 
fessional registries. A review of unmet 
needs by both agencies (the registry and 
the visiting nurse association) would be 
timely. 


NURSING SERVICE TO INDUSTRIES 


Health work in industries offers a field 
that voluntary nursing services might 
investigate more widely. About 62 per- 
cent of the working population are em- 
ployed in plants of less than five hun- 
dred persons.* It is difficult to secure 
at reasonable expense health service for 
these smaller plants. In Milwaukee and 
Philadelphia the services of public health 
nurses have been offered to industries 





*National Health Conference called by The 
Interdepartmental Committee to Codrdinate 
Health and Welfare Activities. Washington, 
D. C., 1938. Page 9. 
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with success. The principles involved in 
these plans are described by Violet H. 
Hodgson in Public Health Nursing in 
Industry.» Because of the part-time 
character of the work in smaller plants 
and because of the desirability of the 
nurse’s being versed in public health 
procedures, the community public health 
nursing agency seems a logical source of 
supply for such nursing service. It is 
recognized that starting an industrial 
service of this type is difficult, but the 
value of the public health nurse to indus- 
try and her possibilities for service make 
the project desirable. 


THE NEXT STEP 


While it is wise for nonofficial agencies 
to consider more seriously than ever 
additional sources of income and new 
fields of service, we must not think that 
the changes in the need for the service 
of voluntary organizations will take place 
over night. The lack of adequate health 
service is still so universal that all pos- 
sible help will be needed for some time 
to come. It may be difficult because of 
the very pressure of present needs for 
some associations to realize their chang- 
ing functions in the community. The 
simplest next step would seem to be joint 
consideration of the future by both the 
voluntary and official agencies, through 
a review of the community needs as they 
exist today and the future possibilities of 
support for meeting them. 
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Association.” 


MAY I PRESENT — 


OW CAN the board and committee 

members of an organization become 
acquainted with the nurses—their back- 
ground and interests and the unique 
contribution that each brings to the ser- 
vice? 

“Why not do a series of sketches on 
members of the staff,’ suggested a new 
committee member of the Reading, 
Pennsylvania, Visiting Nurse Associa- 
tion, so that the board may “get better 
acquainted with them as individuals?”’ 
And so they did. The brief biographies 
are published in a 1938 number of the 
little green covered VVA Digest of this 
organization which is published monthly 
for board and staff information and edu- 
cation. 

No stereotyped vocational histories 
are these thumbnail sketches! Woven 
in with professional background are lit- 
tle word pictures that make us feel we 


know the nurses, themselves, personally. 

Mrs. G. “lives in a beautiful little 
home in the country, surrounded by 
fields and woodland, proof enough that 
she is very fond of nature. She divides 
her leisure time between riding and pho- 
tography.” 

Miss W. is “barely five feet tall, moves 
with great speed, and has an infectious 
giggle. She loves cats and owns a beau- 
tiful Persian whom she calls ‘Skippy’.” 

Miss B., who is president of the staff 
nurses, ‘“‘may be recognized by her pleas- 
ant and conscientious manner.” Very 
studious, Miss B. is “an avid contest 
fan, and has won several prizes, the 
most recent of which is a dictionary.” 

This idea seems worth passing on to 
other boards and committees who see 
little of their busy staff nurses personally 
but would like to know them a little 
better. 


A GUIDE TO THE SCHOOL NURSE 


The health problems of a consolidated school and the nurse’s part in meeting 


them are discussed on page 281. 


College health is the newest field of school health to be developed. 
nurse describes one program on page 264. 


A college 


The school child’s health may depend on how the family income is budgeted. 


See page 254. 


Records are fun if you understand what they’re all about. 


Page 287. 


How the Indian schools contribute to health is one of the many interesting 
things told in “Public Health Nursing Among the Indians,” page 275. 
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NOTES from the NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 


WITH THE STAFF 


Ruth Houlton made another visit to 
Easton, Pa., on April 3 to give consulta- 
tion service to the lay groups in that 
city. She spoke at the annual meeting 
of the Victorian Order of Nurses for 
Canada in Ottawa on April 14. From 
there she went to Illinois (April 17-28) 
to conduct a series of regional confer- 
ences under the auspices of the State 
Department of Public Health. 

Evelyn Davis is still in the field. She 
spent April 3 in Galesburg, Ill., attend- 
ing the annual meeting of the Visiting 
Nurse Association. From there she went 
to Rockford, Ill. On April 4 she attended 
a luncheon given by the Visiting Nurse 
Association and on the fifth she attended 
a luncheon given under the auspices of 
the Council of Social Agencies. She was 
in Nashville, Tenn., from April 10 to 16 
giving talks to the students at Vanderbilt 
University and the George Peabody Col- 
lege for Teachers. She was also speaker 
at the dinner meeting of Unit 3 of the 
State Organization for Public Health 
Nursing. 

Ella McNeil spent the first week of 
April in San Francisco, Calif., attending 
the meeting of the American Association 
of Health, Physical Education, and 
Recreation, a department of the Na- 
tional Education Association. From 
April 8 to 12 she was in Reno, Nev., 
conducting a school nursing institute 
and also attending the meeting of the 
State Nurses’ Association. From there 
she went to Cheyenne, Wyo., to have a 
conference with the secretary of the 
State Tuberculosis Association and with 
the president of the State Organization 
for Public Health Nursing. On_ her 
return to New York, she stopped at 
Ames, Iowa, on April 17, to have a con- 
ference with Fern Goulding, chairman 
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of the N.O.P.H.N. Committee on Col- 
lege Nursing. 

Virginia Jones was in Nashville, Tenn., 
April 20-23, attending the meetings of 
the Association of Collegiate Schools of 
Nursing and the Collegiate Council of 
Public Health Nursing Education. From 
there she went to New Orleans, La., to 
attend the annual meeting of the Na- 
tional League of 
April 24-28. 


Nursing Education, 


HONOR ROLL 


All public health nursing agencies, 
including one-nurse services, are eligible 
for the N.O.P.H.N. Honor Roll. As 
soon aS an agency sends word to the 
N.O.P.H.N. that all nurses on the staff 
are 1939 members, an Honor Roll Cer- 
tificate will be sent and the name of the 
nursing service will be published in 
PusLic HEALTH NurRSING. The name 
will appear only once, as the list pub- 
lished shows only those nursing services 
which have achieved 100 percent en- 
rollment since the publication of the 
previous list. 

Here are 45 new Honor Roll members, 
bringing the total of 1939 agencies hav- 
ing 100 percent enrollment in the 
N.O.P.H.N. up to 206. It is splendid 
to be able to honor all these agencies 
but we want you, too, to have a Certifi- 
cate of Honor and a listing in the maga- 
zine. 
every 


Do let us know just as soon as 
member of your staff—even 
though it be a one-nurse service—is a 
member of the N.O.P.H.N. 


ALABAMA 
Marengo County Health Unit, Linden 


Metropolitan Life Insurance Nursing 
Service, Birmingham 

ARKANSAS 
Metropolitan Life Insurance Nursing 


Service, Fort Smith 
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CALIFORNIA 
American Red Cross, San Mateo County 
Chapter, Burlingame 
*Visiting Nurses of San Diego, San Diego 


COLORADO 
Otero County Health Unit, La Junta 
*Metropolitan Life Insurance Nursing 
Service, Denver 


CONNECTICUT 
*Fairfield Visiting Nurse Association, Fair- 
field 
*Public Health Nursing Department of the 
United Workers, Norwich 
FLORIDA 
Broward County Health Department, 
Hollywood 


ILLINOIS 
Boone County Public Health Nursing 
Service, Belvidere 
Quincy Public Health District, Quincy 


INDIANA 
Fourth District Health Department, 
Rising Sun 


*Public Health Nursing Association of 
Indianapolis, Indianapolis 


IOWA 
Metropolitan Life Insurance Nursing 
Service, Ottumwa 
*Davenport Visiting Nurse Association, 
Davenport 
KENTUCKY 
Metropolitan Life Insurance Nursing 
Service, Hopkinsville 
LOUISIANA 


Catahoula Parish Health Unit, Harrison- 
burg 


MAINE 
American Red Cross, Waldo County 
Chapter, Belfast 
Maine Public Health Association, Augusta 


MASSACHUSETTS 
*Quincy Visiting Nurse Association, Inc., 
Quincy 
MICHIGAN 
Muskegon County Health Department, 
Muskegon 
Calhoun County Health Department, 
Marshall 


MISSOURI 
Metropolitan Life Insurance Nursing 


Vol. 31 


Service, Hannibal 


NEW JERSEY a 
Long Branch Public Health Nursing 
Association, Inc., Long Branch 


NEW YORK 
Metropolitan Life Insurance Nursing 
Service, Middletown 
Metropolitan Life Insurance Nursing 
Service, Oneida 
*Public Health Nursing Organization of 
Eastchester, Inc., Tuckahoe 


NORTH CAROLINA 
City Health Department, High Point 
OHIO 

American Red Cross, Summit County 
Chapter, Akron 

*Metropolitan Life Insurance Nursing 
Service, Akron 

Visiting Nurse Association of Cleveland, 
Branch No. 1, Cleveland 

Visiting Nurse Association of Cleveland, 
Branch No. 2, Cleveland 

Visiting Nurse Association of Cleveland, 
Branch No. 3, Cleveland 

Visiting Nurse Association of Cleveland, 
Branch No. 3A, Cleveland 

Visiting Nurse Association of Cleveland, 
Branch No. 4, Cleveland 

Visiting Nurse Association of Cleveland, 
Branch No. 5, Cleveland 

Visiting Nurse Association of Cleveland, 
Branch No. 7, Cleveland 

*Toledo District Nurse Association, Toledo 


PENNSYLVANIA 
Metropolitan Life Insurance Nursing 
Service, Altoona 
*Visiting Nurse Association of Scranton 
and Lackawanna County, Scranton 


TENNESSEE 
Rutherford County Health Department, 
Murfreesboro 
TEXAS 
Smith County Health Unit, Tyler 


WEST VIRGINIA 
American Red Cross, Wood Counts 
Chapter, Parkersburg 


WYOMING 
County Public Health Service, Lander 
Goshen County Health Department, Tor 
rington 


“Agencies which have been on the Honor Roll 
list for five years or more. 


Both public and private agencies will be interested in a study of the administration of public 
health nursing services in health departments, reported by Grace Ross, president of the N.O.P.H.N., 
at the annual meeting of the American Public Health Association in Kansas City, Mo. It is 
published in the American Journal of Public Health, April 1939, under the title, “Is the Health 
Officer Fulfilling His Responsibility in Relation to the Nursing Program.” 
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PREVENTION OF DERMATOSES IN INDUSTRY 


[' HAS BEEN estimated that more than 
250,000 cases of occupational derma- 
titis occur annually in the United 
States. Thirty percent of these cases 
are found in the metal industries, ac- 
cording to a recent statement by Dr. 
Louis Schwartz of the United States 
Public Health Service.* 

There is no question that occupational 
skin inflammations constitute a grave 
health problem in industry. It is not 
difficult to understand why company- 
employed physicians and nurses are so 
seriously engrossed in this subject. Em- 
ployers, are cognizant of its im- 
portance, especially in view of the fact 
that industrial dermatoses are costly for 
them. 

In December 1937, the American 
Medical Association created a Council 
on Industrial Health. This Council has 
already uncovered some _negligences 
whose correction will minimize the dan- 
gers of industrial skin inflammations. 

The Continental Can Company has 
successfully coped with the occupational 
skin-disease problem. Its success is 
largely attributable to a systematized 
program of prevention and treatment of 
skin inflammations. Employees are 
gladly giving their codperation after 
having been acquainted with the pre- 
cautions and treatments. 

Every industrial nurse realizes the 
absolute necessity for cleanliness. Such 

*“Symposium on Industrial Dermatoses.” 


Chicago Medical Society Bulletin, December 
31, 1938, p. 357. 


too, 
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maintained not 
but through- 


cleanliness should be 
only in the first-aid room, 
out the entire plant. It should be em- 
phasized and re-emphasized for the 
benefit of employees who oftentimes 
forget or thoughtlessly neglect the laws 
of personal health. 

It has been found practicable to 
place extra washing sinks at strategic 
spots throughout the plant, making them 
easily accessible to employees who deal 
with chemicals and acids which cause 
most of the dermatological inflamma- 
tions. Soap and paper towels also are 
available. 

The industrial nurse avails herself of 
every opportunity to encourage em- 
ployees to practice good hygiene as a 
means of protecting themselves against 
infections. Posters, providing as they 
do a direct message to the employee, are 
placed in conspicuous places to con- 
stantly remind employees of the precau- 
tions which are necessary to safeguard 
themselves against dermatological infec- 
tions. 

There are occasions when the nurse, 
in her first-aid-room contact with work- 
ers and as a result of her personal ob- 
servations, discovers conditions which 
affect the health of workers. She 
promptly reports them to the proper 
company Officials. In nearly all instances 
the proper changes are made, thereby 

suring further protection for the gen- 
eral health and dermatological safety of 
employees. 

Protective ointments have been found 
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remarkably effective in the prevention 
of occupational skin inflammations. 
Each employee is instructed on how 
such an ointment should be applied and 
how it should be removed. Foremen 
generally provide this protection for the 
use of their workers. Without the ben- 
efit of these counteracting ointments, 
skin inflammations would be in a greater 
abundance. Whenever possible, rubber 
gloves or finger cots should be worn, at 
least for part of the time. 

Lubricants such as lanolin or plain 
vaseline may be advised for application 
to the skin before an employee retires at 
home, or when he has some hours of 
leisure. 

Though numerous precautions may 
be taken to escape dermatological in- 
flammations, they will sometimes occur. 
It is then that the treatment must be 
properly prescribed and immediately 
followed. 

Prompt reporting of any skin condi- 
tion to the first-aid room should be an 
inviolable duty of the foreman. Those 
in charge of each department should be 
instructed that employees be ordered 
immediately to see the nurse, whether 
the skin condition is a dermatitis, lacera- 
tion, abrasion, or contusion. The nurse 
interviews the employee to determine the 
cause of the condition. She will infre- 
quently find it necessary to make a per- 
sonal investigation to corroborate or 
supplement information given by the 
worker. 

The nurse refers the patient with the 
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more serious dermatological condition to 
the company physician. If the doctor 
in his examination finds that the cause 
is not occupational, the employee is sent 
to his family physician. 

Whenever a dermatological inflamma- 
tion is traceable to occupational activity, 
the nurse procures all materials which 
the employee has been using. 
these to the company physician for 
“patch The factory 
tendent and the research department are 
most codperative when they are ap- 
proached for information about materials 
suspected of being responsible for skin 
inflammations. 

After the cause of dermatitis is deter- 
mined, the nurse carries out the orders 
of the company physician. 


She sends 


tests.” superin- 


It is usually 
necessary to have the employee’s work 
changed. Prescribed ointments are ap- 
plied and covered with a dressing while 
the person is at work. 

Many employees suffering from der- 
matitis are sensitive about their con- 
dition. It is the nurse’s duty to try to 
banish whatever fears they may have. 
She must also bolster the employee's 
faith in the physician, since these pa- 
tients are prone to trust patent medicines 
and home remedies to cure them. 

The industrial nurse should be con- 
stantly on the alert for dermatoses. Her 
alertness and her insight into this prob- 
lem will help tremendously in reducing 
the danger of skin inflammations in 
industry. RutH C. BANKER, R.N. 

Continental Can Company, Chicago, Illinois 


LIMITATIONS OF THE INDUSTRIAL NURSE’S WORK 


i kw INDUSTRIAL NURSE’S work should 
be limited only by that which does 
not come within her sphere. She should 
inform herself thoroughly upon all 
phases of her profession, recognizing no 
limits in this respect. 

Her work in industry interlocks par- 
ticularly with that of the safety and 


medical departments, and she should 
conduct her work with the end in view 
of a harmonious relationship as a whole. 

Aside from the technical knowledge 
involved in safety work and medical 
work, both are rigidly controlled by 
statute and common law, an infraction 
of which can result in very serious con- 
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sequences for which industry can be held 
accountable. It is because of this fact 
that warning should be given against a 
nurse undertaking responsibilities out- 
side of her own field. She should care- 
fully comply with the rules and regula- 
tions laid down by the safety and med- 
ical departments. 

Some examples will illustrate the im- 
portance of this admonition. 

An industrial nurse undertook in the 
absence of the safety director to report— 
as required by law—a certain accident 
wherein a number of employees were 
seriously injured, some fa.ally. This re- 
port, after being filed with the proper 
authorities of the government, redound- 
ed against the employer in spite of the 
fact that the accident was due to the 
flagrant violation of a reasonable rule 
of the plant. The result was a cost of 
several thousands of dollars to the em- 
ployer. Moreover, the incident had a 
demoralizing effect on the work of the 
safety department; the idea was dissem- 
inated that a violation of rules—although 
made for the employees’ protection 
was not a bar to the recovery of benefits. 

In another instance an emplovee re- 
ported to the nurse with an eye condition 
which was not the result of an industrial 
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accident. The nurse undertook to give 
alleviatory treatment. The result was 
the loss of the eye and an action for 
damages against the employer. During 
the trial of the case it developed that 
the giving of such medical treatment 
was not an uncommon practice on the 
part of the nurse. The result was a 
judgment in favor of the worker for 
several thousands of dollars on the 
ground that the employer had, through 
his agent, engaged in the unauthorized 
and illegal practice of medicine. 

On another occasion, an employee re- 
ported to the nurse with an illness. The 
nurse undertook to diagnose and pre- 
scribe; she also reported the matter as 
she thought should be done under the 
law. The result was a wrong diagnosis 
and prescription; and because of the 
nurse’s report, the employer was bound 
to pay for a disease not occupational in 
origin besides running the risk of an 
action in damages. 

Illustrations such as these show that 
a nurse should know her limitations and 
that a failure to know them may be 
costly and dangerous. 

F. J. Dorsey 


Attorney-at-law, 
Hammond, Indiana 


MILWAUKEE INDUSTRIAL NURSES ORGANIZE SECTION 


- 1937 the industrial nurses of Mil- 
waukee met to organize a club, where 
they could discuss problems in indus- 
trial nursing and exchange views on what 
was being done in different plants. In 
order to become a part of the Fourth 
and Fifth District of the Wisconsin State 
Nurses’ Association, the group took the 
leadership in organizing a larger section 
of nurses engaged in various types of 
public health work, including city and 
county nursing, visiting nursing, and 
industrial nursing. 

A meeting of the entire section, in- 
cluding all groups represented, is held 


four times a year. The industrial nurses’ 
section meets once a month for round- 
table discussions and talks by various 
speakers on topics of the day. Two 
dinner meetings are held each year. 

The president of the industrial section 
is Adele B. Schoofs, Greenebaum Tan- 
ning Company, Milwaukee. 

The industrial group believes that 
health and safety go hand in hand: the 
healthy worker is a contented worker, 
and a contented worker is a safe worker. 

MARGARET SCHLICHER, R.N. 


Globe Steel Tubes Company, 
Milwaukee, Wisconsin 
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PEDIATRIC NURSING manual itself is greatly in need of either 
By M. C. Bancroft, E. Pierce, and B. Cutler, 652pp. qa more comprehensive table of contents 


The Macmillan Company, New York, third edi- 
tion revised, 1938. $3. 


Throughout the third edition of this 
book the effect of recent advances in 
medicine and of the newer approach to 
the care of the child—both well and 
sick—is reflected. The emphasis is on 
the child as an individual and the effect 
of disease on him instead of on the 
medical aspects of the disease. 

The authors cover the mental, 
physical, emotional, and social develop- 
ment of the child from the prenatal 
period through adolescence, dealing with 
the child as a whole, and showing the 
interrelationships between the various 
phases of his growth. They also con- 
sider the value of play and the effect of 
the environment and the attitudes of 
parents or other adults on the child. The 
medical aspects and nursing care in 
specific diseases of infancy and child- 
hood are covered. 

This book with the suggested refer- 
ences should be valuable to nurses deal- 
ing with the care and development of the 
child. 

Bess HAwver, R.N. 


Chicago, Illinois 


A LABORATORY MANUAL IN HEALTH EDU- 
CATION FOR ELEMENTARY SCHOOLS 


Elma Rood. 143pp. Rural Press, Madison Col- 
lege, Tennessee, 1937. $2.50. 


By 


This manual was prepared as guide for 
teachers in planning their health educa- 
tion program in elementary schools. The 
material is the outcome of student- 
teacher effort in courses of health edu- 
cation and contains a wealth of material 
which is essentially authentic. The 
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or an index, in order that the teacher 
may more readily find what she is seek- 
ing. As it now stands it is necessary to 
completely read the entire manual before 
the reader is able to know what mate- 
rials are available. The manual empha- 
sizes both subject matter and methods 
of presenting health education materials. 
It assumes that the teacher will be 
familiar with the health needs of her 
own community and will present her 
health program from this approach. This 
is the more readily accepted approach of 
present-day school health education pro- 
grams. 
GERTRUDE E. CROMWELL, R.N. 
Des Moines, lowa 
EDUCATION 


IN AMERICAN DEMOCRACY 


The publications of the Educational 
Policies Commission (1201 Sixteenth 
Street, N.W., Washington, D.C.), which 
was appointed by the National Educa- 
tion Association and the American Asso- 
ciation of School Administrators to de- 
velop long-term plans for American edu- 
cation, are of interest to public health 
nurses as well as other educators. 


The Unique Function of Education in American 


Democracy. 129pp. 1937. 50c. 

The fact is emphasized that education 
now operates largely within the frame of 
earlier conceptions of social needs and 
that adjustments must be made in terms 
of public interest. Administrators and 
teachers are admonished to enrich their 
own intellectual and spiritual resources, 
and subject themselves to a more exact- 
ing discipline in order to carry on the 
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heritage of education received from lead- 
ers of the past, and “deserve the public 
support through which education can 
attain its ideals and discharge its obliga- 
tions.”’ 

This publication is a brief, concise 
history of the development and under- 
lying philosophy of public education in 
the United States. 


The Purposes of Education in American Democ- 
racy. 157pp. 1938 50c. 


In this novel presentation, the breadth 
and entire scope of modern education are 
indicated by the four objectives: self- 
realization, human relationship, eco- 
nomic efficiency, and civic responsibility. 
Health is appropriately introduced in 
each area and its relationship to the 
proper functioning and attainment of 
the major objective is shown. Emphasis 
upon well-being as a means for more 
complete living rather than an end in 
itself is noted. The unhygienic and 
taxing program of the secondary school 
is exposed. 

Three factors which limit the school’s 
effectiveness in reaching its objectives 
are (1) the inherent quality of the 
human stock which is to be educated 
(2) the effects of other educative and 
maleducative agencies outside the schools 
(3) the efficiency of the schools them- 
selves. Criteria are suggested by which 
educational results may be measured in 
relation to the purpose of education 
rather than to the acquisition and reten- 
tion of information. 


The Structure and Administration of Public Edu- 
cation in American Democracy. 128pp. 1938. 50c. 


Problems involved in adapting the 
school experience to individual needs— 
physical, emotional, and psychological— 
are discussed on the various levels, and 
opportunities in the field of adult educa- 
tion are elaborated upon. It is recom- 
mended that education for all ages be 
administered by one body, namely, the 
governing body of the public schools. 

Public school policies within the 
school and in relation to other agencies 
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are clearly defined. Limitations of the 
school in providing remedial treatment 
for children are indicated, thereby elim- 
inating all doubt as to what constitutes 
good practice in this controversial phase 
of health service. 

Local, state, and federal responsibili- 
ties for education are analyzed in simple 
terms. The need for a federal depart- 
ment of education for the purpose of 
coordinating the educational efforts of 
all governmental departments, develop- 
ing a more adequate program of re- 
search, and rendering advisory service 
to state and local school authorities is 
emphasized. 

This reference should be placed upon 
the required reading list for every public 
health nurse engaged in school nursing 
or other phases of health education. The 
committee is to be congratulated upon 
the clear manner in which the subject 
has been presented. The simple ter- 
minology should result in a better under- 
standing of policies in education. 

Luta P. Ditwortn, R.N. 
Trenton, New Jersey 


INDUSTRIAL HYGIENE 


A Handbook of Hygiene and Toxicology for Engi- 
neers and Plant Managers. 


By Laurence B. Chenoweth, M.D., and Willard 
Machle, M.D. 235pp. F. S. Crofts and Com- 
pany, New York, 1938. $2. 

This is a condensed coverage of cer- 
tain phases of industrial hygiene intend- 
ed for use primarily as a textbook for 
engineering students. 

The book opens with a brief historical 
introduction followed by interesting non- 
technical facts regarding workmen’s 
compensation and industrial accidents. 
Other chapters include a discussion of 
environment in industry; health service; 
preventive and first-aid treatment of 
occupational injuries and _ poisoning; 
fatigue; and industrial neuroses and 
malingering. An appendix on first-aid 
procedures is well illustrated. 

While the chapters on health service 
in industry and first-aid treatment of 
injuries seem to the reviewer to over- 








310 PUBLIC 
emphasize certain subjects and neglect 
others, the sections on occupational in- 
toxication and succeeding topics are of 
particular interest, well written, and 
brought fairly well up to date. 

It is regretted that the authors in 
mentioning the services often rendered 
by the psychologist, the psychiatrist, and 
the psychiatric social worker in solving 
such problems as worry, unrest, and un- 
fortunate home or family situations 
among industrial personnel omitted to 
include the important role of the indus- 
trial nurse. 

WILLIAM J. McConne t, M.D. 
Albany, New York 


HEALTH NURSING 


Vol. 31 


CARE OF INFANTS AND CHILDREN 


ty Harry Lowenburg, Sr., M.D 
House, McGraw-Hill Book 


York, 1938. $2.50. 


284pp. Whittlesey 
Company, New 


In the preface the writer has com- 
mented on the sufficiency of similar 
guide books indicating that there is a 
place for a guide book which will tell 
the mother Aow to do things but not 
when and why. He has then proceeded 
to write a similar book which indicates 
how and when and why. 

The material is presented in a satis- 
factory, interesting, and sequential way 
which makes for easy reading. 

SaRA B. Pace, R.N. 
Chicago, Illinois 


RECENT PUBLICATIONS AND CURRENT PERIODICALS 


GENERAL 


THE PROCEEDINGS OF THE SEVENTH BIENNIAL 
CONFERENCE, HEALTH SecTION, Wor.LD Fep- 
ERATION OF EpucaTION AssocIATIONs. Health 
Section Secretariat, World Federation of 
Education Associations, 200 Fifth Avenue, 
New York, 1938, 258pp. $1. 

The proceedings of this conference held in 
Japan, August 1937, is now available. The 37 
papers prepared by representatives of 17 coun- 
tries deal with the broad phases of health edu- 
cation, health services, and physical education 
with particular emphasis on rural problems. 


THe Story oF 
AND Rest. 
1938, p.238. 
A practical discussion of the part of sleep, 

recreation, temperature, and zestful work in a 

scheme of balanced living. Useful hints for 

the health education of adults. 


Human ENERGIES: FATIGUE 
Joseph Jastrow. Hygeia, March 


A PrIMER FOR DIABETIC PATIENTS. Russell M. 
Wilder, M.D. W. B. Saunders Company, 
Philadelphia, sixth edition, 1937. 191pp. $1.75. 


Basic Princrptes OF HEALTHFUL HovsINc. 
Preliminary Report of the Committee on the 
Hygiene of Housing. American Journal of 
Public Health, March 1938, p.351. 


Tus QuesTION oF Retier. Maxwell S. Stew- 
art. Public Affairs Pamphlets, No. 8 revised, 
New York, 1938, 32pp. 10c. 

A report of a study which constitutes an 
excellent summary of various problems and 


points of view. A compact, readable discus- 
sion for the person who wants to be well 
informed on this vital problem. Concludes 
with a statement of suggested basic principles 
to be used as a guide in determining policies 
and plans. 


AN INTRODUCTION OF THE PRINCIPLES OF 
NursinG Care. Jean Broadhurst, Ph.D., and 
Martha Ruth Smith. J. B. Lippincott Com- 
pany, New York, 1937. 604pp. $3 
Although written as a text for beginning 

student nurses this would be an excellent refer- 

ence for any public health nursing library as it 
gives principles of nursing procedure rather 
than stressing techniques. 


PROFESSIONAL ProsieMs. Sister John Gabriel. 
W. B. Saunders Company, Philadelphia, 
second edition revised, 1937. 224pp. $2. 


PRINCIPLES OF Etuics. Don Thomas Verner 
Moore, Ph.D., M.D. J. B. Lippincott Com- 
pany, Philadelphia, second edition revised, 
1937. 381pp. $3. 


Tue CoMPLeaT PEDIATRICIAN. Practical, Diag- 
nostic, Therapeutic, and Preventive Pedi- 
atrics. Wilburt C. Davison, M.D. Duke 
University Press, Durham, N.C., second 
edition (rewritten), 1938. 250pp. $3.75. 


FREQUENT ILLNESS IN CHILDHOOD, PHySICAL 
GROWTH AND Frinat Size. Martha Crumpton 
Hardy. The American Journal of Physical 

1938, p.20. 


Anthropology, January-March 
Reprint 30c. 
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® The New York World’s Fair has an- 
nounced the following special events and 
days will be celebrated at the Fair 
grounds: 


May _1-8 National Child Health Week 

May 9 Dental Society of New York State 
Day 

May 12 National Hospital Day 


Nurses Day 
May 16 American Medical Association Day 


May 17 Red Cross Day 

May 19 Tenth International Congress of 
Military Medicine and Phar- 
macy Day 

May 31 State Medical Association Day 

June 3 American Academy of Pediatrics 
Day 

June + American Society for the Hard of 
Hearing Day 

June 18 New York City Health Depart- 
ment Day 

June 23 School Health Day 


June 27 County Medical Association Day 
October 21 National Health Day 


® The Maternity Center Association in 
codperation with the Department of 
Nursing Education of Teachers College, 
Columbia University, announces a two- 
months’ program of advanced maternity 
nursing, May 1 through June 30, for a 
limited number of maternity supervisors 
in the field of public health nursing. 

Lectures on obstetrics, community 
maternity nursing, and other subjects 
affecting the care of maternity patients, 
supervised field observation, round-table 
discussion of administrative and other 
problems, assigned reading, and study 
hours will be included. 

To register, write to the Maternity 
Center Association, 654 Madison Ave- 
nue, New York, N. Y., for an applica- 
tion blank, giving your name, address, 
and present position. Registration will 
be closed as soon as the quota of stu- 
dents registers. Students not taking this 
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work for credit will be charged a flat 
registration fee of $50 payable to the 
Maternity Center Association. It is 
possible to keep living expenses within 
$100 a month. Registrants will be sent 
a list of several places where they may 
secure rooms at reasonable rates. 


® The Health Section of the World Fed- 
eration of Education Associations will 
participate in the meetings of the eighth 
biennial conference at Rio de Janeiro, 
Brazil, August 6-11. A working confer- 
ence is being developed where leaders 
and teachers from all parts of the world 
will share their experiences in health 
education, health services, and physical 
education in the schools. The program 
and information regarding especially ar- 
ranged tours can be secured from the 
secretary, Health Section Secretariat, 
200 Fifth Avenue, New York, N. Y. 


® “Mobilization of Knowledge” is the 
theme of the thirty-first annual confer- 
ence of the Special Libraries Association 
to be held in Baltimore, Md., May23-27, 
1939, Headquarters Hotel, Lord Balti- 
more. This conference should be of par- 
ticular interest to nurses because of 
papers and discussions on the training 
for hospital librarianship, books for 
patients, and the administration of a 
patients library. For information write 
to Elizabeth Lois Clarke, Secretary, 
Special Libraries Association, 345 Hud- 
son Street, New York, N. Y. 


® The Public Health Section of the Illi- 
nois State Nurses’ Association will meet 
May 13 and 14 at Starved Rock Lodge, 
Utica, Ill. 








A Graduation Tradition 


@ It can truly be called a tradition 
—making a graduate happy with a 
Stanley V. N. Bag or McPherson 
Kit. And it’s a tradition founded 
on the practical merit of the gift, as 
well as the compliment indicated 
by the quality for which Stanley 





118-B E. 25th St. 


Also ask for folder of Stan- 
ley Rural and Private Duty 
Nurses’ Bags and Equipment 


STANLEY SUPPLY CO. 
Nursing Supplies 


has been noted through over a 
quarter century. Be sure that, for 
a long span of years to come, this 
bag or kit will render a character 
of service certain to enhance the 
appreciation of your graduate 
friend. 


M 
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THE AMERICAN PUBLIC HEALTH ASSOCIATION 


qnnounces 


its 


SIXTY-EIGHTH ANNUAL MEETING 


to be held OCTOBER 17-20, 1939, in 


Pittsburgh, Pa. 


Headquarters. 


Hotel William Penn, 


AMERICAN PUBLIC HEALTH ASSOCIATION 


50 West 50th Street 


New York, N. Y. 
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